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@ ‘Deaner’ may be prescribed with little or no 
concern over side effects even in the presence 
of liver disease, diabetes, cardiovascular 
disease, and a long list of other chronic 
conditions, except grand mal epilepsy (only 

contraindication). 


© ‘Deaner’ is not a monoamine oxidase inhibitor; 
hence it is not necessary to monitor its 
administration with repeated, expensive 
laboratory tests. _ 


e This notable freedom from side effects endows 
Deaner’s long-term administration with 
easier patient supervision, better patient 
cooperation, and greater safety. 


® Dosage is simple—initially, 50 mg. (2 tablets) © 
daily in the morning. Gradually, apathy 
and defeat are transformed into affability and 
renewed interest and vigor. | 


Write for details and the of 
Decner’ in behavior problems of children 
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Bnew advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 


The presence of a thiomethyl radical (S-CH;) is unique in 
Mellaril and could be responsible for the relative absence of 


sh tt tins side effects and greater specificity of psychotherapeutic action. 
¥ This is shown clinically by: 


{ A specificity of action on certain brain sites in 
contrast to the more generalized or ‘‘diffuse” 
action of other phenothiazines. This is evidenced 

by a lack of appreciable anti-emetic effect. 


inimal suppression of vomiting 


ttle effect on blood pressure 
d temperature regulation 


2 Less “spill-over” action to other brain areas — 
hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


3 A notable absence of extrapyramidal stimulation. 


g suppression of vomiting 


pening of blood pressure 


4, Lack of impairment of patient’s normal drive and energy. 
temperature regulation 


5 Virtual freedom from such toxic effects as 


tranquilizers ood forming disorders. i! 
INDICATION USUAL STARTING DOSE | TOTAL DAILY DOSAGE RANGE | : 
ADULTS: Mental and Emotional Disturbances: | 
MILD —where anxiety, apprehension and tension are present 10 mg. tid. 20-60 mg. 
MODERATE—where agitation exists in psychoneuroses, alco- 25 mg. tid. 50-200 mg. 


holism, intractable pain, senility, etc. 


SEVERE — in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 


Ambulatory 100 mg. t.i.d. 200-400 mg. | 
Hospitalized 100 mg. ti.d. 200-800 mg. | 
CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid. 20-40 mg. | 


BMELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


Scientific Exhibit, American Academ 
y 
General Practice, San Francisco, April 6-9, 1959. 
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Inner core 
sleep continues 
smoothly 
core 


Each Nebralin 
tablet contains: 


Dorsital* 
Warning: May be 


MepheneSin 
*Dorsey brand of 


CAUTION: Federal lay 
dispensing without 


Dosage: One or two 
-pefore retiring: 


te i; 


Continues 
othly a5 


% 


be 

od of 

a} law 

put prescrip 

tablets 


‘ NEBRALIN is designed to duplicate the normal sleep pattern. 


"and conditions the body for sleep. Dorsital provides CNS - 
. sedation to induce sound, relaxed sleep. The initial and 
‘sustaining dosages are designed to keep the amount of 


timed-release action for a full night's sleep 


It encourages muscular relaxation. and induces sustained, 
relaxed sleep by the release of Dorsital and mephenesin 

in a timed-release tablet. Rapid-acting mephenesin quickly 
relaxes skeletal muscles to overcome “fatigue-tension” 


barbiturate to be inactivated at any one time at.a low level 
tapering toward morning. Evidence indicates that mephenesin 


‘js capable of producing sleep,’ and when combined with a 


barbiturate enhances barbiturate action.*:* Moreover, the 
integrated action of the two components permits smatier 
dosages of each,‘ assuring your patients refreshed awakenings 2 | 


without “morning hangover.” 


1 Schiesinger, £. B.: Tr. New York Acad. Sc. 2:6, (Nov.) 1948. 

2 Richards, R. K., and Taylor, J. 0.: Anesthesiology 17:414, 1956. 
9 Shideman, F. E.: Postgrad. Med. 24:207, 1958. 

4 Berger, F.: Pharmacol. Rev. 1:243, 1949. 


E. Dorsey > adivision of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 
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Patient M.S., 81, at the time of 
the first visit was in severe pain 
and very uncomfortable. Complained 
of swelling of wrists, legs and var- 
ious joints; pain and stiffness in 
cervical area and lower spine; pain, 
swelling and limited motion in the 
fingers; slight ulnar deviation of 
the hand. M.S. demonstrates posi- 
tion necessary to put on his hat 
(motion was so restricted that he 
could not comb his hair). 


Gammacorten 


(dexamethasone CIBA) 


potent, effective corticosteroid 
- profound anti-inflammatory activity 
«minimal side effects 


From the files of a practicing 
physician. Photographs used with 
permission of the patient. 


SUPPLIED: GAMMACORTEN Tablets, 
0.75 mg. (pink, scored). 


2/2723MK SUMMIT, N. J. 


Treatment and Result: After 36 hours 
of GAMMACORTEN therapy, M.S. had 
"complete relief." Joint swelling 
had decreased, pain was almost ab- 
sent, range of motion had increased 
dramatically. At the end of the 
first week of GAMMACORTEN he was 
free of discomfort and able to 
return to his job as a porter. M.S. 
could put on his hat normally, 
could comb hair; joint function 
near-normal after first week. 
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2 NEW FORMS OF CORICIDIN 


|  yelieve sinusitis 


—_«,«,£,£ 


Peewee: | ORAL 
CORICIDIN “D” 
ccongestant Tablets 


combine dependable 

CORICIDIN benefits with specific 

action of phenylephrine 

to provide rapid prolonged relief 

of congested respiratory passages 


colds» allergic rhinitis 


T OP I CAL antibiotic 
CORICIDIN 


Nasal Mist 


offers prompt topical symptomatic 
relief of congested nasal mucosa and 
controls excessive nasal drainage 
without rebound effects 


Each Coricipin “1D” tablet contains 2 mg. CHLOR-TRIMETON® Maleate, 0.23 Gm. aspirin, 0.16 Gm. phenace' ° 


mg. caffeine and 10 mg. phenylephrine 


boxes of 12 


Each cc. of Cortcipin® Nasal Mist contains 3 mg. CHLOR-TRIMETON Gluconate, 5 mg. phenylé ope 


hy2rochloride and 0.05 mg. gramicidin 
SCHERING ORPO 


squeeze-bottles of 20 cc. 
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IE NEW PRSEY 


now...a new way to relieve pain 
and stiffness in muscles and joints 


@ Exhibits unusual analgesic properties, different 
from those of any other drug : 

@ Specific and superior for relief of SOMAtic pain 

@ Modifies central perception of pain without abolishing 
natural defense reflexes 

@ Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


In back pain, bursitis, sprains, strains, and bruises, whiplash 
and other traumatic injuries, inflammatory and degenerative 
muscle and joint complaints. 


RAPID acTING. Pain-relieving and relaxant effects start within 
30 minutes and last for at least 6 hours. © : 


NOTABLY SAFE. Toxicity is extremely low. No effects on liver, 
‘ endocrine system, blood pressure, blood picture or urine have 

been reported. Some patients may become sleepy on higher 

than recommended dosage. 

EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times 

daily and at bedtime. 


suppuiep: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. : Wy 


WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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rhinall 
nose 
drops 


take a breather pardner... 


Little cold sufferers take to 
Rhinall Nose Drops 
without a fuss! Pleasant, 
fast-acting, easy to use... 
and so economical! 


Relieves nasal congestion in 


colds 

sinusitis 

allergic rhinitis 

no burning or irritation 
no after reactions 

no risk of sensitization 
Hydrochloride 0.15% 


‘Propadrine’ Hydrochloride 0.3% 
in an isotonic saline menstruum 


RHINOPTO 
COMPANY 
Dallas, Texas 
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SYNTETRIN — a new synthetic derivative of tetracycline — has these attributes 
of significant value in therapy: 


. effective antibacterial activity is sustained — even at its lowest blood levels — 
throughout therapy 


. total antibiotic activity of SYNTETRIN I.M. more than twice that with tetra- 
cycline phosphate complex 1.M. over a 24-hour period 


highly soluble over the entire physiological pH range (2,500 times more soluble 
than tetracycline) resulting in more efficient absorption from intramuscular 
sites than other tetracycline 1.M. preparations 


An important advantage of SYNTETRIN is that the lowest blood levels reached 
before ensuing daily injections are either maintained or increased. This means 
that antibiotic levels will not drop below those required to inhibit certain patho- 
gens during the course of therapy. Successive blood level peaks generally rise after 
repeated injections. 


tho 


Parenteral SYNTETRIN is recommended for initial therapy in infections 
caused by tetracycline-sensitive organisms in: 


|, Patients who require frequent force-feeding or special diets based on milk, 
which interfere with antibiotic absorption. 


9 Patients with diseases causing absorption difficulties. 


3, Patients unable to take anything by mouth. 


1. Gottstein, W. J.; Minor, W. F., and Cheney, L. C.: J. Am. Chem. Soc. 81:1198, 1959. 


*Xylocaine is the registered trademark of Astra Pharmaceutical Products, Inc. for lidocaine. 


pr intramuscular injection 
N—(PYRROLIDINOMETHYL) TETRACYCLINE WITH XYLOCAINE®* FOR INTRAMUSCULAR USE | : 
Supplied in dry-fill single dose vials: Se 
SYNTETRIN I.M. contains: SYNTETRIN I.M. ‘150’ contains: 
Lidocaine 40 mg. Lidocaine ... 40 mg. i 
300 mg. Ascorbic Acid ..... 300 mg. 
i} 


or intravenous infusion 


SYNTETRIN 


N—(PYRROLIDINOMETHYL) TETRACYCLINE FOR INTRAVENOUS INFUSION 


Supplied in dry-fill vials, each containing: sYNTETRIN ............... 700 mg. 
Ascorbic Acid : 500 mg. | 


bailed 
iled information on indications, dosage and precautions is contained in package 
t; i : 
or, write to Medical Director, Bristol Laboratories Inc., New York, New York. 
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USEFULNESS 


‘MINIMAL 


The extended usefulness of TENTONE 1s readily apparent 


TENTONE® Methoxypromazine Maleate is a new, distinctive phenothiazine... highly active 
... for general use in mild and moderate emotional and psychosomatic disorders. 


TENTONE elicits a striking, positive calming response!?...with marked reduction of 
psychic disorientation, and low risk of blood, liver or other organic toxicity and intolerance.! 


TENTONE parallels the weaker ataractics in low incidence of side effects. Freedom from 
induced depression is apparently even greater. 


TENTONE provides a broadly adaptable dosage range (30 to 500 mg. daily) to permit 
maximum control in cases of varying severity. 


TENTONE is also indicated to relieve emotional stress in surgical, obstetric and other 
hospitalized patients. 
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Dosage: Mi 
: Mild to moder 
Cases —av 
three or four times daily. Moderate ie starting dose, one 10 mg. or one 25 mg. tablet 
lour time je tO severe —ave 2 
s daily. Suppli average starting dose P 
bli ~ 5 : ose, ome 2 
y. Supplied: 10 mg., 25 mg., and 50 mg. tablets i ce 
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Bodi. T.. and L 
T.. evv. H.: Clinical tt, 
ical report, cited with issi 
15:9 with permission. 3. Pri 
939 (April) 1959. 5. Turvey, S. FC: Clinical re report, cited with iine 
| get. A. . 4. Gosline. E.. et al.: Am. J. Psychi 
J. Psychiat. 


Lederle 


lethoy. 
sthoxypromazine Maleate | 
LED | 
ERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York i iF 
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Panalba 


» 


The Upjohn Company 
Kalamazoo, Michigan 


pneumonia 


... into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia .. . K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 
Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped ai// the organisms, 
including the resistant 
staph! This is Panalba. 
In your next pneumonia 
patient ... in your 
patients with potentially- 
serious infections ... 
provide this extra 
protection with your 
prescription : 
Dosage—1 or 2 capsules 
3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


(Panmycin* Phosphate plus Albamycin*) 
The broad-spectrum 


antibiotic of 
first resort 


= 
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In Biliary Distress 
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ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profeSsion with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


® Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


© Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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BETADINE 
brand of Povidone-lodine, possesses broad-range germicidal activity 
against fungi, yeasts, bacteria, protozoa, and viruses. In the vaginal 
tract Betadine Vaginal Gel and Betadine Vaginal Douche kill 
trichomonas and monilia on contact and destroy common pathogens. 
Betadine is virtually nonirritating to vaginal mucosa. 


indicated: 
in the treatment of trichomoniasis, moniliasis and nonspecific vaginitis. 


advantages: 
¢ almost immediate relief from leukorrhea, pruritus; diminishes malodor 

* unsurpassed broad-range microbicidal activity 

+ therapeutically active even in the presence of blood, pus, vaginal secretions 
¢ wetting action to assist penetration into vaginal crypts and crevices 


how to use: 
In the office: Swab the vaginal vault with Betadine Antiseptic, full strength. 


prescribe Betadine Vaginal Douche for therapeutic use as follows: 
Two (2) tablespoonfuls to a quart of lukewarm water once daily by the patient 
at home, for six days. On the seventh day, the patient returns for re-examina- 
tion and swabbing with Betadine Antiseptic; an additional week of therapeutic 
douching if necessary. 


prescribe Betadine Vaginal Gel as follows: Insert one (1) applicatorful 
of Betadine Vaginal Gel each night, followed by a douche the next morning, 
through the entire menstruai cycle. If further therapy is warranted, the gel 
should be continued only during the actual menses days of the following two 
menstrual periods. 

After the infection has been brought under control, the use of Betadine 
Vaginal Douche is recommended twice weekly at a dilution of one (1) table- 
spoonful to a quart of lukewarm water. 


established in 1905 
TAILBY-NASON COMPANY, INC., Dover, Delaware 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


; €Nterg) Solution 10 Vials, 3 | 
Helerences. Farah, L.; Interna, Rec. Med. 169: 
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It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 


other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 


*Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 


(syrosingopine CIBA) 


the 
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tachycardia 


First drug to try in new hypertensive patients 
First drug to add in hypertensive patients already on medication 


suppLieD: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 
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Overwhelming evidence” proves: 


capsules 
Ina recent report! on 44 patients, VASTRAN FORTE reduced plasma cholesterol levels to 
normal in 21 patients and lowered cholesterol levels by at least 40% in 14 more patients 
during a 30-week period. There was no change in diet. 
VASTRAN FORTE produces no significant side effects on long-term administration. 
“No toxic reactions have been found by clinical and laboratory observations, including 
a battery of seven tests of hepatic function and needle biopsies of the liver in 17 patients 
after one year of therapy.”! However, patients must be told to expect pronounced 
warm flushing within approximately 15 minutes of the early doses. This effect is the 


normal initial response to high-dosage nicotinic acid, and is in no way harmful. It gen- 
erally does not occur after one or two weeks. 


~| Each vAsTRAN FORTE Capsule contains: nico- 

ini id, 375.0 mg.; ascorbic acid, 50.0 mg.; 

| terol dosage of nicotinic acid'-!3 forti- mg.; pyridoxine hydrochloride, 0.5 mg.; calcium 

| fied by added B-complex factors to pantothenate, 2.5 mg.; cobalamin concentrate 

| guard against vitamin deficiencies due (vitamin B,. activity), 10.0 meg. Dosage: Initial 

| tolarge dosage of a single B factor;14-' Dosage—2 capsules four times a day after meals 

plus pyridoxine to improve utilization for twelve weeks. Thereafter dosage should be 

of unsaturated fatty acids in normal adjusted according to response. Maintenance 

| diets'*-1? and ascorbic acid'* for support requirements may vary from 1 capsule q.i.d. to 
| against degenerative arterial changes. 4 capsules q.i.d. Supply: Bottles of 100. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 


Bibliography: 1. Parsons, W. B., Jr., and Flinn, J. H.: A.M.A. Arch. Int. Med. 103:783, 1959. 2. Parsons, W. B., Jr., and 
Flinn, J. H.: J.A.M.A. 165:234 (Sept. 21) 1957. 3. O'Reilly, P O.: Canad. M. A. J. 78:402 (March 15) 1958. 4. Altschul, R., 
and Hoffer, A.: Arch. Biochem. 73:420, 1958. 5. Achor, R. W. P; Berge, K. G.; Barker, N. W., and McKenzie, R. F: 
Circulation 17:497, 1958 6. Altschul, R., and Hoffer, A.. Circulation 16:499, 1957. 7. Hoffer, A., and Callbeck, M. J.: 
J. Ment. Sc. 103:810, 1957. 8. Parsons, W. B., Jr., and Flinn, J. H.: Circulation 16:499, 1957. 9. Achor, R. W. P; Berge, 
K. G.; Barker, N. W., and McKenzie, B. F:: Circulation 16:499, 1957. 10. O'Reilly, P O.; Demay, M., and Kotlowski, K.: Arch. 
Int. Med. 100:797, 1957. 11. deSoldati, L.; Stritzler, G., and Balassanian, S.: Prensa méd. argent. 44:3286 (Nov. 8) 1957. 12. 
Parsons, W. B., Jr., et al.. Proc. Staff Meet. Mayo Clin. 31:377 (June 27) 1956. 13. Altschul, R; Hoffer, A., and Stephen, 
J.D.: Arch. Biochem. 54:588, 1955. 14. Seebrell, W H., and Harris, R. S.: The Vitamins; Chemistry, Physiology, Pathology, 
New York, Academic Press, 1954, vol. 2, p. 551. 15. Gregory, I.: J. Ment. Sc. 101:85, 1955. 16. Sinclair, H. M.: Lancet 1:381, 
1956. 17. Page, I. H., et al.: J.A.M.A. 164:2048 (Aug. 31) 1957. 18. Rosenfeld, L.: Am. J. Clin. Nutrition 5:286, 1957. 
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the first nitrofuran 
effective orally 


in systemic bacterial infections 


brand of furaltadone 


Effective clinically in upper respiratory infections, 
pneumonias, soft tissue infections, bacteremia/septicemia. 
osteomyelitis, wound infections and pyodermas. 


Effective in vitro against the follow:ng organisms (isolated from clinical 
infections listed above) : 


Organism Sensitive Resistant % Sensitive 
Staphylococci* 181 1 99.4 
Streptococci 65 1 98.5 
D. pneumoniae 14 0 100.0 
Coliforms 34 3 91.8 
Proteus > 5 50.0 
A. aerogenes 8 0 100.0 
Ps, aeruginosa 5 4 55.5 


*Includes many strains resistant to antibiotics. 


As with all nitrofurans in years of extensive clinical use, there is little or 


no development of bacterial resistance with ALTAFUR. 


NITROFURANS—a unique class of antimicrobials— 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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(PARAFLEX® + 


for muscle relaxation plu 


even 
your 
patient 
Isa 
lobscouse 


Each PARAFON tablet contain 
PARAFLEX® Chlorzoxazonet 
Specific for skeletal muscle spa: 
Acetaminophen 
The analgesic preferred in 
Dosage: Two tablets t.i 
— 


Dosage: One or two tablets ti. or q.id. 
Supplied: Tablets, scored, buff colored, bot 
Precautions: The precautions and contraindic 
that apply to all steroids should be kept in mi 
when prescribing PARAFON WITH Prepsisoies: 


PARAFON WITH PREDNISOLONE tablet con!) 
th P hen 300 mg., and prednisolone 


buoy up 


your patients 
nutritionally 


convalescence 
deficiency stat 


aturation 


of water-soluble vitamins B and C_ 


Capeule contains: 


thiamine 
Mononitrate 15mg. 
Ribofiavin 10 meg. 
Nicotinamide 50 meg. 
Pantothenate 10 me. 


Pyritoxine 

(B,) 5 mg. 
Ascorbic Acid 
{vitamin C) 


| 
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“Chief among the drawbacks to aspirin usage 
gastric intolerance, This ranges fron: mild upset 
“heartburn” to severe hemorrhagic gas- 
tritis.1-} Studies performed in conjunction with 
Bastrectomy+-5 and-gastrescapy? have sliown 
insoluble. aspirin particles: tirmly adherent to 


Regular ‘aspirin 24 hours 
xafter being mixed into water. 


the gasttie mucosa and imbedded 


rugae. Reactions varying from mild 


erosive gastritis have been reported 
_. In The areas immediately surrounding 
‘adherent This is reported 

particulary true in patients with peptic 


: 
— = CAL is the freely soluble, stable Calcium aspirin complex 
Its high lubility f tall t tatior 
high SOltgbility forestalls gastric irdtation or damage 
Calurin efystals in solution one 
ute after, being mixed into, 


peretnig. 


CALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


— CALURIN 
— ASPIRIN 


10MIN. 20MIN. 30MIN. 40MIN. SOMIN. 2HR. 


SALICYLATE BLOOD LEVELS (mg./1.)_ 


Particle-induced ulceration — section through Calurin, being freely soluble, is promptly avail- 


lesion found in gastrectomy specimen. An aspirin able for absorption into the systemic circulation. 
particle was found firmly imbedded in this under- Salicylate blood levels in 12 subjects receiving 
mined erosion. Such lesions may be associated both Calurin and plain aspirin were found to rise 
with the relative insolubility of aspirin, which more than twice as high within ten minutes fol- 
remains in particulate form after dispersion in lowing Calurin. Also, these levels persisted 


gastric contents. higher for at least two hours." 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 
1 High solubility forestalls gastric irritation or damage. This advantage 


is of special importance in arthritis and other conditions requiring 
high-dosage, long-term therapy. 


2 Produces high salicylate blood levels rapidly for prompt analgesic, 
anti-pyretic, anti-arthritic effect. 

3 Sodium-free — for safer long-term therapy. 
Flavored: can be chewed or dissolved in the mouth without water if 


desired — an advantage for patients requiring aspirin administration 
during the night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 fever, 3 to 5 tablets 4 or 5 times daily. For children 
mg. (5 gr.) of acetylsalicylic acid. For relief of pain over 6 years, the usual dose is 1 tablet every 4 hours; 
and fever in adult patients, the usual dose of Calurin for children 3 to 6 years, 2 tablet every 4 hours, as 
is 1 to 3 tablets every 4 hours, as needed; in arthritic required. Not recommended for children under 3. 


states, 2 or 3 tablets 3 or 4 times daily; in rheumatic 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, 
G. A. M.: Gastroscopic observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 
3. Editorial Comments: The effect of acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, 
A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 
1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 33:616, 1957. 7. Bayles, T. B., and Tenckhoff, 
H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, Calif., June, 1958. 8. Batter- 
man, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: Laboratory 
and Clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin 
Plain and buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of 
acetylsalicylic acid or calcium acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharma- 
cology, Geo. Washington Univ. School of Medicine, Washington, D. C., Sept. 5, 1958. 


SMITH-DORSEY © a division of The Wander Company « Lincoln, Nebraska 
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ALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


Particle-induced ulceration — section through Calurin, being freely soluble, is promptly avail- 


lesion found in gastrectomy specimen. An aspirin able for absorption into the systemic circulation. 
particle was found firmly imbedded in this under- Salicylate blood levels in 12 subjects receiving 
mined erosion. Such lesions may be associated both Calurin and plain aspirin were found to rise 
with the relative insolubility of aspirin, which more than twice as high within ten minutes fol- 
remains in particulate form after dispersion in lowing Calurin. Also, these levels persisted 


gastric contents. higher for at least two hours." 


CALURIN is the aspirin of choice, especially 

when high-dosage, long-term therapy is indicated: 

1 High solubility forestalls gastric irritation or damage. This advantage 
is of special importance in arthritis and other conditions requiring 
high-dosage, long-term therapy. 

2 Produces high salicylate blood levels rapidly for prompt analgesic, 

anti-pyretic, anti-arthritic effect. 


3 Sodium-free — for safer long-term therapy. 


4 Flavored: can be chewed or dissolved in the mouth without water if 
desired — an advantage for patients requiring aspirin administration 
during the night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 fever, 3 to 5 tablets 4 or 5 times daily. For children 
mg. (5 gr.) of acetylsalicylic acid. For relief of pain over 6 years, the usual dose is 1 tablet every 4 hours; 
and fever in adult patients, the usual dose of Calurin for children 3 to 6 years, ¥2 tablet every 4 hours, as 
is 1 to 3 tablets every 4 hours, as needed; in arthritic required. Not recommended for children under 3. 

states, 2 or 3 tablets 3 or 4 times daily; in rheumatic 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, 
G. A. M.: Gastroscopic observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 
3. Editorial Comments: The effect of acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, 
A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 
1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 33:616, 1957. 7. Bayles, T. B., and Tenckhoff, 
H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, Calif., June, 1958. 8. Batter- 
man, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: Laboratory 
and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin 
Plain and buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of 
acetylsalicylic acid or calcium acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharma- 
cology, Geo. Washington Univ. School of Medicine, Washington, D. C., Sept. 5, 1958. 
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antibiotic resistant STAPHyococe: are killed by 


Zz E PH 4 RA AI in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 


Preoperative preparation e Scrub-up e Surgical dressings e Wound irrigation e Sterile 
storage of instruments e Furniture, wall, and general sickroom disinfection e Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
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Supplied: Compocillin-VK Filmtabs, 
125 mg. (200,000 units), bottles of 
50 and 100; 250 mg. (400,000 units), 
e bottles of 25 and 100. Compocillin- 


VK Granules for Oral Solution come 


® in 40-cc. and 80-cc. bottles. When 

reconstituted, each 5-cc. teaspoonful 

sie represents 125 mg. (200,000 units) 
of potassium penicillin V. 


Potassium Penicillin V @ FILMTAB — FILM-SEALED TASLETS, ABBOTT. U.S. PAT. NO. 2881085 


in tiny, easy-to-swallow Filmtabs* in tasty, cherry-flavored Oral Solution 
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Many women don’t know that a vinegar 
douche is as old-fashioned as the copper tub, 
a relic of an empiric age.' Acids actually 
make mucus discharge more tenacious. On 
the other hand, soaps and harsh alkali are 
irritating. A detergent douche — TRICHO- 


, TINE, the only major douche containing 
sodium lauryl sulfate — is the modern, more 


SOUTHERN MEDICAL JOURNAL 


bring all of her concepts of cleansing 


efficient yet gentler vaginal irrigant. 

The detergent action of TRICHOTINE as- 
sures greater penetration of viscid mucus, 
better dispersion of the healing medicaments 
on the mucosal surface, and more efficient 
removal of vaginal discharge. 

If there is any doubt in your mind, com- 
pare TRICHOTINE with vinegar or any other 


1, Goodman, L.S. and Gilman, A.: The Pharma- 
cologic Basis of Therapeutics, MacMillan, 1955. 
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...Up to date with TRICHOTINE 


solution in your office clean-up. You will 
see readily the advantages of TRICHOTINE. 
It will prove equally desirable for home 
douching. 

The pH changes produced by any low 
pH douche last only a few minutes? and are 
of questionable value in healing. TricHo- 
TINE actually favors epithelial growth and 


2. Karnaky, K.J.: J.A.M.A. 157:1155, 1955 (August) 
3, Scheinberg et al: Surgery 24:972, 1948 (Dec.). 


healing,? assures maximum cleansing, 
soothes inflamed mucus membranes. 

TRICHOTINE is indicated in the manage- 
ment and treatment of cervicovaginitis and 
leukorrheas, alone or in conjunction with 
other antimicrobials. TRICHOTINE is ideal 
for routine feminine hygiene — safe, gentle 
and effective. 


The Fesler Company, Inc. 
375 Fairfield Avenue, Stamford, Connecticut 
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THE HOUSE-CALL ANTIBIOTIC 


" Reassuring wide range of action when culture and sensitivity tests are impractical 
« Effectiveness demonstrated by its use in more than 6,000,000 patients 
since introduction of original product (Signemycin®) 


‘with triacetyloleandomycin 
Capsules Oral Suspension 


125 mg., 250 mg. raspberry flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 


Pediatric Drops 
raspberry flavored, 10 ce. bottle (with calibrated 
dropper), 5 mg. per drop (100 mg. per ce.) 


Bibliography and professional information booklet : ’ eing™ 
on COSA-SIGNEMYCIN available on request. Science for the world’s well-b 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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OMONAS VAGINALIS, CANDIDA 
Alis, or other bacteria, is still the 
ce problem . . . cases of chronic or 
extremely difficult to cure.” Among 75 
Mvovaginitis caused by one or more of these 
OFURON IMPROVED cleared symptoms in 70; vir- 
severe, chronic infections which had persisted 


mixed infection 
patients with v 


ry and clinical criteria was achieved in 56... .” 


J. Obst. 77: 155, 1959 


* 


Improved 


eek relieves it 
Destroys Trichomo: 
Haemophilus vaginal 
where others fail 


hing, burning, malodor and leukorrhea 
as vaginalis, Candida (Monilia) albicans, 


1. POWDER for insufflation in your office. Micorur®, 
brand of nifuroxime. 0.5% and Furoxone®, brand of furazoli- 
done, in an acidic water-dispersible base. 

2, SUPPOSERORIES for continued home use each morning and 
night the fist week and each night thereafter—especially during 


the menstrual days. Micorur 0.375% and FuROXONE 
0.25% in @water-miscible base. 
Rx new box 24 suppositories with applicator 

ntiated tetracylt jor more practical and economical therapy. 

mndomycin 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


““the commonest gy ogic office problem 
“VULVOVAGINITI: 
= 
"pathogens, Tric 
therapy with other agents. “Permanent cure by 
& 
: 
——— s = Achieves clinical and cultural cures 
eS onirritating and esthetically pleasing 
4 eTar * ar aliof: 
| 
| 
well-being” 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.” 


| | ® 
Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
adouble-blind study conducted recently by Cayer et al 
Suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
Percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “‘the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that ‘Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

ALcLyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet), 


BRAYTEN PHARMACEUTICAL COMPANY e Chaitanooga 9, Tennessee 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 


MILTOWN (meprobamate) now available 


in 400 mg. continuous release capsules as 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


erelieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains s 
mg. Miltown (meprobamate) 
Mephrospan-200, each yellow capsule contains 

200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


QyewaLLace LABORATORIES, New Brunswick, N. J. 


CME-8426 
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AMYCIN 


cosa 


DAY Continuation with ide highly: effective 
ery six hours. will provide high 
available through your Pfi r Laboratories. 


INTRODUCES... 


greater antibiotic activity 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 times 
activity of tetracycline against susceptible organisms. (Activity 
is the basis of comparison—not quantitative blood levels—gings 
action upon pathogens is the ultimate value.*) Provides signi 

higher serum activity level... 


with far less antibiotic intak 


DECLOMYCIN demonstrates the highest ratio of prolonged ati 
level to daily milligram intake of any known broad-spectrum 

antibiotic. Reduction of antibiotic intake reduces likelihood of 
adverse effect on intestinal mucosa or interaction with contents. 


_ unrelenting peak 
antimicrobial attack 


The DECLOMYCIN high activity level is uniquely constant throu 
therapy. Eliminates peak-and-valley fluctuation, favoring continu 
suppression. Achieved through remarkably greater stability im bt 
fluids, resistance to degradation and a low rate of renal cleatamte. 


*Hirsch, H. A., and Finland 


New England J. Med. 
(May 2) 
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FOR PROTECTION 


plus 
“extra- 
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day 
activity 


AGAINST 
RELAPSE 


DECLOMYCIN maintains activity for 
one to two days after discontinuance 

of dosage. Features unusual security 
against resurgence of primary infection 
or secondary bacterial invasion— 

two factors often resembling a “resistance 
problem”—enhancing the traditional 
advantages of tetracycline . . . for 
greater physician-patient benefit 


in the distinctive dry-filled, 
duotone capsule 


immediately available as: 
DECLOMYCIN Capsules, 150 mg., 
bottles of 16 and 100. Adult dosage: 
1 capsule four times daily. 


LEDERLE 
a Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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4 
DOVER, DELAWARE CAPABLE OF FECTION. A TRUE ANTIDANDRUFF PREPARATION MUST BE 
ve rich golden lather, ysleasantly scented. le; 
Spoor, H.: Proc. Sc jent. Sec. TGA No. 31,.May 1959 | 


adaptability 


Reports in hundreds 
of leading journals and 
scores of standard textbooks 
reflect the position of Gantrisin as drug 
of choice in urinary and other bacterial infections. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Ine « Nutley10 « N. J. 
GANTRISIN®—brand of sulfisoxazole © ROCHE® 
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New revitalizing tonic 
brightens 


the second half of ite 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


SOUTHERN MEDICAL JOURNAL 


“We found Ritonic to be a safe, effective geriatric 
supplement...’’! “Patients reported an increase in 
alertness, vitality and sense of well being.”? 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 


NOVEMBER 1959 


methyltestosterone 1.25 mg. Remember 
ethinyl estradiol 5 micrograms 
thiamin (vitamin 5 mg. ERPAS i 
riboflavin (vitamin 1mg. -- 
pyridoxin (vitamin Bo) 2 mg. for the — 
vitamin B12 activity 2 micrograms y 
nicotinamide 25 mg. 


One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Ritonic CAPSULES; bottles of 100. 


1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 


hydrochloride (methylphenidate hydrochloride CIBA) 


Dosage: 
Supplied : 
References: 


RITALIN ® 


C I B A ‘SUMMIT, NN. J. 
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HOMOGENIZATION makes the difference 


Microphotograph of usual 


vitamin product 


The photographs above point out the difference between 
Homagenets and many vitamin products. By means of the 
homogenization process, both oil and water soluble vitamins 
are presented in microscopic particles. Due to the fine particle 
size, there is much greater surface exposure, which permits 
quicker absorption and better utilization. This has been 
clinically proved by Lewis and others.' 


1, Lewis, J.M., et al.: J. Pediatrics, 3/:496 


The only homogenized vitamins in solid form 


THE S.E. FYPASSENGILL COMPANY sristol, Tennessee 
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Here 
are the advantages 


of 
HONMAGERETS The advantages of 
HOMAGENETS 
the only 


i i : Pleasant, candy-like fl 
homogenized vitamins easant, candy-like flavor 


Better absorbed, better utilized 
in solid form 

Excess vitamin dosage unnecessary 
Longer storage in the body 


No “fishy burp” 


May be chewed, swallowed or dissolved 
in the mouth. 


HOMAGENETS are available in five formulas: 


PEDIATRIC—Children like the orange-flavored, candy-like taste. 


PRENATAL—Contains iron and calcium as a dietary supplement 
during gestation. 


GERIATRIC—A complete formula for the prevention of vitamin- 
mineral deficiencies. 


AORAL—Useful in the treatment of certain types of skin disorders. 


THERAPEUTIC—Particularly indicated during convalescence and 
Stress periods. 


*U.S. Pat. 2676136. Other Pat. Pending 


Currently, mailings will be forwarded only at your request. Write for samples and literature. 


THE S.E. FAVPASSENGILL COMPANY Bristol, Tennessee - New York - Kansas City - San Francisca 
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lissolved 


as: 


delectable, chewable, chocolate-like vitamin-mineral nuggets 


No fights, no battles at vitamin time because children love to chew DELECTAVITES. 
These delectable, easily chewable chocolate nuggets supply all essential vitamins as 
| well as minerals so necessary during the years of growth. As soon as children can chew, 
they can go directly from vitamin drops to DELECTAVITES. And, now you can be sure 
: your little patients will follow your instructions about taking their daily vitamins. 


Each nugget contains: Vitamin A—5000 Units* / Vitamin D—1000 Units*/ Vitamin C—75 mg. / Vitamin E—2 Unitst 
Vitamin B,—2.5 mg./ Vitamin B,—2.5 mg./ Vitamin B.—1 mg./ Vitamin Activity—3 mcg. / Panthenol—5 mg. 

; Nicotinamide—20 mg. / Folic Acid—0.1 mg. / Biotin—30 mcg. / Rutin—12 mg. / Calcium Carbonate—125 mg. / Boron—0.1 
mg. / Cobalt—0.1 mg. / Fluorine—0.1 mg. / lodine—0.2 mg. / Magnesium—3.0 mg. / Manganese—1.0 mg. / Molybdenum 
-10 mg. / Potassium—2.5 Mg. *u.s.e. units Tint. units 


 Francisee dosage: one Delectavites daily. supply: Box of 30 (one month's supply), Box of 90 (three months’ supply). 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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how often have you thought... 


*_..but how will it work in my practice?” 


This most frequently asked question cannot 
be answered by the manufacturer, the detail 
man, an advertisement, a piece of mail. Only 
through actual experience with a product in 
day-to-day private practice can this question 
be answered. 


UNITENSEN PROVED IN DAY-TO-DAY PRACTICE 
In office trials, Unitensen products have 
been proved effective therapy in the manage- 
ment of the hypertensive patient. These are 
the facts, obtained from 3,841 physicians, 
who used Unitensen products in their day- 
to-day office practice, in treating a total of 
35,727 patients. In 11,093 cases (31.0%) 
results were “excellent”; in 51.2% (18,294) 
cases, “good”; “fair” results were obtained in 
4,591 patients (12.9%) and in only 1,749 
cases (4.9%) were results “unsatisfactory.” 
Minor side effects were reported in 1,081 
cases (3.0%). 


The results mentioned above were obtained 
while the patients engaged in their normal 
daily occupations and activities. None of the 
patients involved in the study were hospital- 
ized or institutionalized. And, despite such 
variables as dietary indiscretions, an occa- 
sional overdose, or a dose inadvertently 
“missed,” the Proof In Practice Study shows 
Unitensen products to be safe, dependable, 
potent antihypertensive therapy . . . permit- 
ting practical office management of virtually 
all hypertensive cases. 


UNITENSEN: BASIC HYPERTENSIVE THERAPY 
Although many of the patients in the Study 
also received diuretics and/or tranquilizers 


*Cohen, B. M.: The Ambulatory Patient with Hypertension: An Approach to Oftice Management, p 


San Francisco, California, June 22-27, 1958. 


during the course of treatment, it was noted 
that the vasodilating effect of Unitensen was 
required to obtain optimum blood pressure 
control. Unitensen, a true hypotensive agent, 
is potentiated by diuretics. A combination of 
the two is frequently recommended for lower 
dosage of each drug, minimizing the side ef- 
fects of either. 


UNITENSEN DOES MORE THAN LOWER BLOOD 
PRESSURE Dr. Burton M. Cohen* makes the 
following observations regarding Unitensen: 


“‘Hypotensive effect obtained through specific 
stimulation of afferent side of reflex pathways 
of blood pressure control without adrenolytic 
action or ganglionic blocking . . . Nausea and 
vomiting rare .. . No alteration of vasomotor 
reflexes, thus no postural collapse . . . Brady- 
cardia, never tachycardia, may occur... 
Cardiac output not lessened . . . Renal circu- 
lation participates in reflex vasodilation ..._ 
Cerebrovascular resistance is decreased, with 
improvement or maintenance of blood flow 
and O, utilization . . . No dangerous side ac- 
tions have been reported.”* 


UNITENSEN-R® Each tablet contains cryptenamine 
(tannates)1.0 mg., reserpine, 0.1 mg. . 


UNITENSEN-PHEN® Each tablet contains crypten- 
amine (tannates) 1.0 mg., phenobarbital, 15 mg. 


UNITENSEN® Each tablet contains cryptenamine 
(tannates) 2.0 mg. 


Clinical supplies available on request. 


IRWIN, NEISLER & CO. . Decatur, Illinois 
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2."too many side-effects” 
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IN G.1. OR G. U. SPASM 


Thioethylamine (-SCH.CH.N<), 
nucleus of the Trocinate mole- 
cule, is common to enzymes in- 
volved in the contraction of 
smooth muscle cells. Sulfur, the 
key atom of the thioethylamine 
group, is also basic to the chem- 
istry of muscle contractions, 
entering into the essential re- 
versible oxidation-reduction re- 
actions. These identities suggest 
that the strong, direct inhibiting 
action of Trocinate upon muscle- 
cell contraction, independent of 
general suppression of the para- 
sympathetic nervous system, is 
that of a true anti-metabolite. 
Skeletal muscles are not affected. 


Comprehensively evaluated 
pharmacologically! and clinic- 
ally2.3.4, Trocinate is a potent 
and dependable antispasmodic, 
yet is remarkably free from 
side-effects, and will not cause 
mydriasis, anuria, or tachy- 
cardia. Its antisialogogue effect 
is extremely low. 


Dosage: tne basic adult dosage 
is two Trocinate tablets, three or 
four times daily, but dosage may 
be safely increased in severe 
spasm. 


Wm. P. Poythress & Co., Inc. 


RICHMOND 17, VIRGINIA 
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Sound, conservative therapy with salicylates has been consistently reaffirmed as basic, 
long-term maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance therapy. It epitomizes fundamen- 
tal long-term basic therapy since it can be given month after month without serious 
complications and with minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high and sustained salicylate blood levels. 
Each tablet consists of an outer layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid, and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases the buffer, which protects against 
nausea, dyspepsia and other gastrointestinal symptoms so frequently encountered 
with salicylates alone. The core of Buffered Pabirin then disintegrates rapidly, per- 
mitting rapid absorption of the acetylsalicylic acid for faster pain relief. 


Each tablet contains: Bunim, J. dy and Poliey, Het Ninth inter. 
Acetylsalicylic acid (5 gr.) 300 mg. national Congress 
ad T to, Ont. (June 25) 1 eport o 
Para-aminobenzoic acid (5 gr.)....300 mg. Joint. Committee, Medica Research ¢ Council & 
Nuffield F 


Dried aluminum hydroxide gel....100 mg. ae Ce 


All Buffered Pabirin is sodium- and 
potassium-free. 


Dosage: Two or three tablets 


3 or 4 times daily. h & 
Buffered Tablets 


SMITH-DORSEY: a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 


Photographs show 2-stage 
Tandem Release disintegration. : 
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controls the double trouble... 


E®hyperacidity relieved — In AL-Caron, selected. 
antacids act promptly to relieve heartburn, flatulence 
and other distressing symptoms of gastric hyperacidity. 


digestion maintained — AL-CAROID contains 
the proteolytic enzyme — Caroid® — which is not inacti- 
vated by antacids, thus assuring maintenance of protein 
digestion. 

Powder/Tablets Write for samples. 


American Ferment Co., Inc. « 1450 Broadway « New York 18, N.Y. — 
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‘before, during, and after childbirth 


SOUTHERN MEDICAL JOURNAL 


VISTAR | L. ..eases mental and physical discomfort 


hydroxyzine pamoate 


When you give her VISTARIL, confidence replaces anxiety — 
but not to the point of euphoria. The effectiveness of 
VISTARIL in pre and postpartum nausea and vomiting adds 
greatly to the patient’s comfort. VISTARIL enhances the ac- 
tion of opiates, thus decreasing narcotic requirements and 
lessening the possibility of respiratory depression and 
reduced circulatory and cortical function. 


Supply: Capsules, 25 mg., 50 mg. and 100 
mg.; Oral Suspension, 25 mg. per 5 cc. 
teaspoonful; Parenteral Solution, 10 cc. 
vials and 2 cc. Steraject® Cartridges—25 
mg. hydroxyzine HCl per cc. 


A Professional Information Booklet con- 
taining further information is available 
from the Medical Department on request. 


GRD science for the world’s well-being 


PFIZER LABORATORIES, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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build appetite 
with 
B complex 
vitamins 


prevent 
nutritional 
anemia 
with ferric pyrophosphate, 
a form of iron 


exceptionally 
well-tolerated 


in taste-tempting 


cherry flavor promote 
A dosage, 1 t ful Va ] ‘ 
protein uptake 
300 mg with the 
Tame potentiating effect 
Pyridoxine HCI (B,) .... Sig. f |-Lysine on 
Ferrie Pyrophasphate (Soluble) 250 mg. 


Iron (as Ferric Pyrophosphate) 30 mg. 
Sorbitol 


Bottles of 4 and 16 fl. oz. 


protein foods 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 


containe: Tablet: See. Eltxin e Niatric protects capillary integrity 
Pentylenetetrazol 100 mg. 100 me. ; in ti i 
e Niatric prevents brain tissue hypoxia 
a Acid 100 mg. 100 mg. 

Send now for samples and literature... 
Average Dose: 1 tablet or 1 tsp. (5 cc.) t.i.d. B. F. ASCHER AND COMPANY, INC. 
Supply: Tablets, bottles of 100 and 500. . 

Elixir, bottles of 1 pint. 


Ethical Medicinals / Kansas City, Missouri . 


NI I AT R I 
| 


REDUCES PAIN IN ANGINA PECTORIs 


N!AMID. in clinical tests, proved to have a high degree of safety and to beg 
valuable adjunct in the management of the anginal syndrome. NIAMDD pp 
duces symptomatic improvement in angina patients... 


reduces frequency of anginal episodes % 
diminishes severity of attacks 


decreases nitroglycerin requirements 


renews sense of well-being 


posaGeE: Start with 75 mg. of NIAMID daily in single or divided doses. After a week 
or more, adjust the dosage, depending on patient response, in steps of one or one 
half 25 mg. tablet. Once improvement is seen, gradually reduce dosage to the main 
tenance level. Many patients respond to NIAMID within a few days, others within 
7 to 14 days. 


PRECAUTIONS: Side effects are infrequent and mild, and often lessened or eliminated 
by a reduction in dosage. Hypotensive effects have rarely been noted and no jaundit 
or other evidence of liver damage has been reported in patients receiving NIAMD. 
However, in patients with a history of liver disease, the possibility of hepatic rea 3m 
tions should be kept in mind. Despite dramatic relief of symptoms and increas Hm 
sense of well-being in anginal cases, it is advisable to caution the patient againt 
overexertion. 


SUPPLY: NIAMID is available in 25 mg. (pink) and 100 mg. (orange) scored tablets 


A Professional Information Booklet giving detailed information on Niamid is atk 
able on request. 


*Trademark for brand of nialamide 


‘Pfizer Science for the world’s well-being 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Each HASAMAL tablet contains : 


Phenobarbital............. 16.2 mg. (% gr.) 
Acetylsalicylic Acid....... 162.5 mg. (2% gr.) 
Acetophenetidin......... 162.5 mg. (2'% gr.) 
Hyoscyamus Alkaloids........... 0.0337 mg. 


(Equiv. to % gr. Ext. Hyoscyamus) 

Dose: One or 2 tablets, repeated as necessary. 
The HASKELL family of graduated analgesics . . . select the 
analgesic according to the degree of pain: 
HASAMAL—Formula above 


HASACODE—Hasamal formula with % gr. Codeine 
Phosphate 


HASACODE “STRONG"—Hasamal formula with % gr. 
Codeine Phosphate 


CHARLES C. 


amal 


to relieve the discomforts of 
upper respiratory infections 


e relieve pain and tensions 
e@ reduce fever 


e stop excessive nasal secretions 


e without unwanted diaphoresis* 
(especially important for ambulant patients) 


*original Haskell formulation 


& COMPANY, Richmond, Virginia 
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running noses 
Ww, and open stuffed noses orally 


the leading oral nasal decongestant 


- in nasal and paranasal congestion 

- in sinusitis 

in postnasal drip 

in allergic reactions of the upper respiratory tract 


° 


i or safer and more effective than topical medication”** 


+ systemic transport to all respiratory membranes 
- provides longer-lasting relief 

+ presents no problem of rebound congestion 

- avoids “nose drop addiction” 


; Relief with Triaminic is prompt first —the outer layer 


dissolves within minutes 


and prolonged because of this , -_ to produce 3 to 4 hours 
f special timed-release action... 4, — of relief 
0 beneficial effect starts in 
iS minutes, lasts for hours \ of relief 
Each TRIAMINIC Tablet provides: TRIAMINIC JUVELETS: Each timed-release 
Phenylpropanolamine HCl ............. 50 mg. Juvelet is equivalent in formula and dosage to 
a 25mg. —_ one-half of a TRIAMINIC tablet, for the adult 
4 or child who requires only half strength dosage. 
One-half of this formula is in the outer ‘ . 
layer, the other half is in the core. TRIAMINIC SYRUP is recommended for 
Dosage: One tablet in the morning, mid- adults and children who prefer liquid medica- 
ents) afternoon and at bedtime. tion. Each 5 ml. tsp. is equivalent to 14 of a 


References: 1. Lhotka, F. M.: Illinois M. J. 112: 


259 (Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. 


Monthly 37:460 (July) 1958. 3. Farmer, D. F.: 
Clin. Med. 5:1183 (Sept.) 1958. 


Triaminic Tablet. Adults: 2 tsp. 3-4 times a 
day; children 6-12: 1 tsp. 3-4 times a day; 
children under 6: in proportion. 


SMITH-DO RSEY -~ a division of The Wander Company « Lincoln, Nebraska 
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(propionyl erythromycin ester lauryl sulfate, Lilly) 


Deliciously flavored - Decisively effective - Exceptionally safe 


FoRMULA 


Each 5-cc. teaspoonful provides Ilosone Laury] Sulfate equiva- 
lent to 125 mg. erythromycin base activity. 


UsuaL DOSAGE 


10 to 25 pounds 5 mg. per pound of 

body weight 
25 to 50 pounds 1 teaspoonful every six hours 
Over 50 pounds 2 teaspoonfuls j 


In more severe infections, these dosages may be doubled. 
SUPPLIED in bottles of 60 cc. 


NEW! ILOSONE DROPS 


LAURYL SULFATE 


Formula: Each drop provides llosone Lauryl Sulfate equivalent to 5 mg. 
erythromycin base activity. 


Supplied in bottles of 10 cc. 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 
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“Im the experience of leading investigators, triamein- 
olone acetonide has proved itself one of the most 
effective topical corticosteroids yet introduced,* 
: *Baer; R.L., and Witten, V. Hi; Editorial Comment. In The Year Book a Der: 
matology and Sypkilology (1958-1959 Year Gook by Rudolph 
: Baer and Victor H. Witten, Chicago, The Year Book Publishers, 19590 p40. 
we 
~ inflammatory, allergie’skin conditions 


TRIAMCINOLONE ACETONIDEO1% 
TUBES OF 6 GM. AND 15 GM. 


either... .Sparingly applied... offers the efficacy of Ariston 
in topical situations. ..with 10-fold the potency of hydrocortisone topically — 


* yet without the hazards associated with systemic absorption. 


new... for inflammatory, allergic, infective eye and ear conditions a: 


orc 


NSO © -Aristocort: Bye-Kar Ointment. 


Triamcinolone Acetonide 0.1% —Neomyctin Sulphate 0.5% 
Tubes at oz: 


LEDERLE LABORATORIES Division of AMERICAN CYANAMID Peart River 
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there’s nothing like __ 
BIVAM to protect 
the health 
of mother and baby | 


Dose of three BIVAM tablets provides: 
Citrus Bioflavonoid Compound* . 
Ascorbic Acid (C) 
Calcium Lactate . 
Ferrous Gluconate . . g. 
ee 6000 U.S.P. Units 
Vitamin D. . . 600 U.S.P. Units 
Thiamine Mononitrate (Bi). 3 mg. 
Riboflavin (B.) . 3 mg. 
Pyridoxine HCl (By) . 3 mg. 
Vitamin B,2 (cobalamin concentrate) 3 mcg. 
Niacinamide 25 mg. 
d, Calcium Pantothenate mg. 
Folic Acid. . 
Menadione (K) . 
Vitamin E (dl, alpha 

tocophery| 
Magnesium 
Manganese 
Copper 
Molybdenum... 
Cobalt 


*Contains the many active bioflavonoid factors of the specially 
processed water-soluble bioflavonoid complex from citrus. 


TABLETS. 


the new third dimension 
in prenatal protection 


bioflavonoids 
plus... multiple vitamins 
and ... multiple minerals 


(phosphorus-free calcium) 


supplied: 
Bottles of 100, 300 
and 1000 tablets. 
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For restoring 


and stabilizing 
the intestinal 
flora 


LACTINEX 


Mixed culture of Lactobacillus acidophilus and bulgaricus with metabolic enzymes naturally produced, 


For gastrointestinal disturba 
diarrhea (antibiotic induced and others) 
fever blisters and canker sores of her 
origin.” 

Usual dosage for adults and ch 
Four tablets or one packet of granules 
and swallowed four times a day. 


Supplied: Tablets in bottles of fifty—Granules in 


boxes of twelve one gram packets. 


(1) Siver, Robert H.: Current Medical Digest, Vol. XXI, No. 9, St 
ber 1954. (2) McGivuney, John: Texas State Journal of Medicine, Vo 
No. 1, January 1955. (3) Frykman, Howard M.: Minnesota Medio 
Vol. 38, No. 1, January 1955. (4) Weekes, D. J.: N. Y. State Jousd 
Medicine, Vol. 58, No. 16, August 1958. 
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Baltimore, Md. & 
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Alpha-Chymotrypsin in Cataract 


surgery: An Operative and Postoperative Study in 80 


Cataract Extractions* 


RENE ALTAMIRANO, M.D., and 


ALSTON CALLAHAN, M.D., Birmingham, Ala. 


This recent contribution to cataract surgery offers a better 
prognosis because of fewer complications than in the past. 


BARRAQUER’S! DEMONSTRATION of the action of 
alpha-chymotrypsin in dissolving the binding 
substance of the zonular fibers was one of the 
most exciting presentations at the Interna- 
tional Congress of Ophthalmology in Brussels. 
Those fortunate enough to observe his surgi- 
cal technic in Barcelona, and to study his 
postoperative patients were even more im- 
pressed. Among those who examined a group 
of eyes from which cataracts were removed 
with the aid of alpha-chymotrypsin was Dr. 
Derrick Vail who, at the October, 1958, meet- 
ing of the American Academy of Ophthal- 
mology, reported that the eyes in which this 
substance had been used in cataract extraction 
were in excellent condition, with thick hya- 
loid membranes and a minimum of postoper- 
ative complications. 

With this authentication, a supply of alpha- 
chymotrypsin was obtained from the P.E.V. 
Y.A. Laboratories, Barcelona, and later a sup- 
ply was obtained from the Armour Labora- 
tories. It has now been employed by us in 123 
eyes, the first 80 (consecutive) of which are re- 
ported herewith. Some of our points of inter- 
est are similar to those outlined in the forms 
used in the present study being conducted by 
the committee of the American Academy of 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 


Ophthalmology on the use of alpha-chymo- 
trypsin in cataract extraction. 


Our technic for cataract extraction is begun 
by securing anesthesia of the globe and aki- 
nesia of the lids with injections of Xylocaine 


to which hyaluronidase and epinephrine have 
been added. 


The surgical procedure is as follows (Fig. 1): 


A. After turning down a limbal-based conjunctival 
flap about 3-4 mm. in width, a groove is made in the 
limbus with the large cystotome modified into a 
scleratome by Atkinson. The incision may be located 
in the sclera if there are indications of corneal dystro- 
phy, or in the cornea if anti-glaucoma surgery has 
been performed on the eye, or at the limbus in eyes 
in which the cataract is the only diseased tissue. 

B. Two preplaced sutures of dyed silk, size 10-0 are 
inserted across the groove, one at the eleven o’clock 
meridian and the other at the one o'clock meridian. 


Since this study began, articles have appeared which 
show that gut suture is unaffected by the enzyme, so 
we now use buried 6-0 gut sutures on Micro-point 
needles.*2,3 

C. After drawing the sutures out of the groove in 
loops, an incision is made into the anterior chamber 
through the groove with the von Graefe knife for ap- 
proximately 1/4 to 1/2 of the intended section. 

D. With Castroviejo paired scissors, the incision is 
enlarged to 180 degrees. More recently we have been 
using King’s modification of a small (3 mm.) metal 
ball on the end of the long blade of the scissors to 
avoid inadvertently cutting the iris. 

E. Using the Troutman? irrigator, which is similar 
to the usual anterior chamber irrigator except for a 


*Micro-point Ethicon, Inc., Somerville, N. J. 
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FIG. 1 


Intracapsular cataract extraction with aid of Alpha-Chymotrypsin. 


slight enlargement at the tip, 5 cc. of alpha-chymotryp- pushing against the lens with this instrument which 
sin (dilution 1:5000) warmed to body temperature, is might dislocate it, or tear the anterior capsule. 
injected slowly into the posterior chamber at each F. A peripheral iridotomy is being performed. For 


major meridian. The utmost care is used to avoid eyes with a borderline tension, a full iridectomy is 
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made; if chronic open angle glaucoma is present, a 
full iridectomy and sclerectomy are performed. 

G. Two minutes after the enzyme has been instilled 
with the irrigator, the Bell erisophake is applied to 
the anterior capsule. The lower border of the lens is 
tumbled out first, and the Budapest lens expressor is 
used to tuck the cornea. behind the lens as it is re- 
moved. No scleral pressure is exerted at the lower 
limbus to rupture the zonular fibers, which was a 
maneuver we always used until this enzyme became 
available. 

H. The sutures are then pulled taut and tied. The 
iris is reposited by a stream of saline from the anterior 
chamber irrigator, which also washes out the remain- 
ing alpha-chymotrypsin. Three additional corneoscleral 
sutures are used to unite the cornea and sclera firmly. 
These 5 sutures must be placed equidistantly, for if 
there is uneven spacing of the sutures, the iris may 
prolapse at the longer unsupported space. Having one 
side of the section united tightly and the other side 
united loosely may result in a prolapse on the loose 
side even though there is no postoperative vomiting 
and the patient is quiet. 

I. The conjunctiva is closed with interrupted 6-0 
chromic sutures. An air bubble is injected into the 
anterior chamber to hold the vitreous away from the 
cornea, and the eye is bandaged. 


Classification 


In these 80 patients, 31 were male, 49 were 
female. Their ages varied from 43 to 87. The 
types were classed as follows: adult immature 
52, adult mature 22, hypermature 2, traumatic 
1, congenital immature 1, complicated 2. 


Preoperative Complications 
Preoperative Glaucoma in the Operated 

Eye: 

In these 80 patients, glaucoma was present in 

9 eyes. 

1. Closed angle controlled with filtering 
bleb—3. (These 3 had corneal sections 
at surgery.) 

2. Chronic open angle glaucoma controlled 
with filtering bleb—1. (Corneal section 
for cataract removal.) 

3. Chronic open angle glaucoma controlled 
with myotics—3. (Full iridectomy com- 
bined with cataract extraction.) 

4. Chronic open angle glaucoma, not con- 
trolled with miotics—1l. (Full iridec- 
tomy combined with anterior sclerec- 
tomy at cataract extraction.) 

5. Phacogenic glaucoma—l. (Intracapsu- 
lar cataract extraction.) 


ALPHA-CHYMOTRYPSIN IN CATARACT SURGERY—Cortez and Callahan 1329 


Other Preoperative Complicating Factors in 
the Operated Eye: 
1. Endothelial dystrophy—2. 
tions performed.) 
2. Anterior uveitis—2. (All pathologic ac- 
tivity had ceased.) 


3. Posterior uveitis—2. (All pathologic ac- 
tivity had ceased.) 


(Scleral sec- 


Preoperative Systemic Complications: 

1. Diabetes—8. Rizzuti® has stated that the 
alpha-chymotrypsin frequently causes 
dissolution of some of the pigment from 
the posterior surface of the iris, but this 
has not been our general finding even 
in diabetic cases; it has occurred, but 
rarely. 


2. Hypertension—8. 


Operative and Postoperative Complications in 
Eighty Consecutive Cataract Extractions 
with Alpha-Chymotrypsin 
1. Loss of fluid vitreous before extraction 

instruments applied—2. 
2. Loss of fluid vitreous after extraction in- 
struments applied—1. 
3. Loss of formed vitreous after extrac- 
tion instruments applied—1. 

4. Presentation of vitreous without loss—3. 

5. Rupture of lens capsule, after extraction 
instruments applied—3. 

6. Rupture of lens capsule, before extrac- 
tion instruments applied—2. 

7. Conjunctival and scleral hemorrhage, re- 
quiring application of Hildreth cau- 
tery—3. 

8. Hyphemia, moderate—4. 
spontaneously 7 to 9 days.) 

9. Shallow anterior chamber first post- 
operative week—1l. (Spontaneous refor- 
mation; in more than 7 days—4 (one 
required instillation of air bubble after 
3 weeks). 

10. Uveitis, moderate—15. 

11. Striate keratitis—15. 

12. Iris prolapse—3. 

13. Choroidal detachment without delayed 
reformation of anterior chamber—1. 

14. Retinal detachment—1. 


(Absorbed 


Ease of Delivery 


It was believed that delivery of the lens was 
made easier by the enzyme in 64, but not 
easier in 16 eyes. 


a 
« 
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Comparison of Complications in a “Control” 

Series in which One Cataract Was Removed 

Without Enzyme, the Other Removed 
with the Aid of the Enzyme 


In 31 patients, the cataract had already 
been removed from one eye before the en- 
zyme became available; special attention was 
given to these patients since they formed a 
control series. In the 31 patients, 26 of the 
“nonenzyme” cataracts were delivered intra- 
capsularily. When the enzyme was used, 30 
were delivered intracapsularily. In ease of de- 
livery, 27 were delivered much easier in the 
“enzyme” eye than the “nonenzyme” eye; 3 
were delivered with the same degree of diffi- 
culty in both eyes. A comparison of other 
complications in the “nonenzyme” and_ the 
“enzyme” eye is presented in table 1. 
Records have been kept of the comparative 
visual acuities of those eyes in which the 
enzyme was not used and those in which it 
was. This comparison is shown in table 2. 


Comment 


From these records, it can be seen that the 
incidence of extracapsular extractions and of 
vitreous loss is less in eyes in which the en- 


TABLE 1 


Both Eyes 
in Same 


Complications No Enzyme Enzyme Patient 


Rupture of lens capsule 5 1 (1) 


Intracapsular delivery 26 30 (17) 
Corneal dystrophy 2 1 (1) 
Vitreous loss 2 1 (0) 
Uveitis 4 2 (2) 
Vitreous in AC 3 z (2) 
Striate keratitis 2 7 (1) 
Postoperative hyphema 0 1 (0) 
Iris prolapse 0 2 (0) 
Detached Descemet’s membrane 0 1 (0) 


Comparison of complications in 31 patients in which cataract 
extractions were performed in one eye before the enzyme be- 
came available, the cataract from the second eye being re- 
moved with the assistance of the enzyme. 
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TABLE 2 
Visual No Enzyme 
Acuity Enzyme Used 
20/20 15 13 
20/25 5 2 
20/30 3 7 
20/40 4 5 
20/60 0 2 (1 is corneal 
dystrophy) 
20/100 2 (macular 
degeneration) 0 
20/200 1 (vitreous loss) 1 (detached 
Descemet’s) 
20/400 1 (retin. 1 (retin. 
pigmentosa) pigmentosa) 
Finger 2 (corneal ° 0 
count dystrophy) 


Comparison of the visual acuity between the “nonenzyme” 
eve and the eye in which the cataract extraction was aided by 
the enzyme in 31 patients. 


zyme is used; the incidence of striate keratitis 
and uveitis is greater when the enzyme is 
used. Fortunately, these latter complications 
have subsided and good vision has been ob- 
tained in a greater number of cases in which 
the enzyme is used. Since no serious and per- 
manent complications occurred in any of the 
80 eyes, further study is indicated. Several 
authors® have reported the difficulties of deal- 
ing with the dislocated lens after the use of 
the enzyme; however, this occurred in only 
one of our entire series. Our preference is to 
remove the cataract before it has become dis- 
located, but after it has become sufficiently 
loose to remove with a minimum of trauma 
to the eye. 
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Blade-Plate Internal Fixation of 
Supracondylar Fractures of the Femur- 


EARL P. HOLT, JR., M.D., St. Louis, Mo. 


By this management of supracondylar fractures, the best anatomic restoration may be 
attained; the use of external fixation may need to be less extensive and early movements of the 
knee may be begun with a better and earlier end result. 


IN EXTENDING the principles and advantages 
of open reduction and internal fixation to 
supracondylar fractures of the femur it has 
been pointed out that a blade-plate can be 
useful. 


Wright! reported the use of a blade-plate 
for fixation in 2 cases of supracondylar frac- 
ture of the femur. Umansky? made a prelimi- 
nary report of one case in which he utilized 
a blade-plate for a supracondylar femoral 
fracture. 


Altenberg and Shorkey* reported 3 such 
cases in which they used blade-plate fixation. 
They credited Hugh A. Thompson with his- 
torical priority for his case, a 22 year old pa- 
tient, operated upon in 1943. Thompson used 
no plaster fixation and achieved a good func- 
tional result. Altenberg and Shorkey utilized 
anterolateral incision in the supracondylar 
area, separating the rectus femoris and vastus 
lateralis and cutting through the vastus inter- 
medius. They used early postoperative motion 
and balanced traction. One of their cases was 
that of fresh fracture. The other two were un- 
united supracondylar fractures. Good results 
were attained in each instance. 


Scuderi and Ippolitot reported the use of 
biade-plate fixation in 2 fresh supracondylar 
femoral fractures and in 3 such fractures 
which had gone to nonunion. They used the 
above described anterolateral approach. Buck's 
traction and Thomas’ splints were used post- 
operatively, followed by ischial weight-bearing 
walking calipers. These authors were favor- 
ably impressed with the use of the blade-plate 
in their 2 fresh supracondylar fractures and in 
the 3 of nonunion where the plate served as 
an adjunct to bone grafting. 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 


Elliott®.6 devised a V-shaped nail with a 
sturdy, slotted plate shaped to fit the flare of 
the condyles of the femur for treating supra- 
condylar fractures. He reported its use in 
about 35 cases; the course in 31 was followed 
to union. There were 2 instances of fracture 
of the plate, but there were none with non- 
union. 


Material 


In this series of 25 supracondylar fractures 
in 23 patients (Table 1 and Figs. 1 to 4), I 
either performed the operation or assisted a 
resident who was learning the method. The 
cases were consecutive and unseelcted. The 
period extended from November, 1950, to 
July, 1958. Fifteen patients were women, 8 
were men. The average age was 58, not dif- 
fering greatly from “the fractured hip age.” 
The youngest patient was 21, the oldest 85. 

The time elapsing between injury and oper- 
ation averaged 8 days. In most instances oper- 
ation was done within 2 days of injury. Of 6 
open fractures in the series, 4 were operated 
upon within a few hours of injury as emer- 
gency procedures; the other 2 were debrided 
and the wounds allowed to heal (8 weeks and 
3 weeks) before blade-plate fixation was done. 
Of the 4 open fractures fixed promptly, all 
healed without infection. In 2 of these, evi- 
dence of delayed union led to bone grafting 
at about 4 months following which union 
proceeded uneventfully. Eighteen of these 
fractures were severely comminuted; 10 were 
T- or Y-fractures with separation of the 
femoral condyles. 


Operative Technic 


The patient is placed in a supine position. 
To maintain neutral rotation of the thigh, a 
folded sheet or flat sandbag is placed under 


1331 


1959 

hy) : 

let's) 

1tosa) 

‘nzyme” 

ided by 

in Cata- 

Cor- 

rase) in 

959. 

Ed., Star 

‘ 


285 & Sage 32 
os 
co 
= “SOUL f “soul 
> 006° o8L1 uorun 9 IL “SYM G 9 61 89-93-L 
(avis plo) 
“SIM OT 0 0 0 x 0 x 
o0L- “VI 
“SOUL 0 0 “Sym 9 x 0 xX 89-96-L ‘WW 
o8L1 “SOUL 0 x § x 0 xX 89-08-F 8S-08-F £9 ‘s‘d 
o8LI “SOUL 0 x “SYM 0 x L£9-06-11 +9 0g 
006-081 OL 0 xX 0 x 0 sel 69 | 61 
[reu 
pen 
o9LI x “SYM § x snus) X 0 LG-96-§ L9-96-§ 8I 
006° “VT 
006° “sOUl g x X “SYM x 0 x L£S-O1-11 LS-6°11 LI 
z 006° o8L1 0 0 9 0 0 x 8S-FI-9 89-1-9 69 | 91 
o0L-o081 “soul § x >, 4 “Sym 9 x 0 x GS-9-b 69 SI 
3 pajeindure 
“SOW § 0 0 “SYM G x aysoddo) x 1g tI 
‘soul G uoTUNn 
< yenbs “Sym (uorun 
Y oO8T yess ou0g x x 0 podejap) X 0 €I 
a (eIqn pue 
006° O81 “SOUL 0 x “SYM x aauy X 0 99-01-6 99-01-6 Zl 
z (a8eureip 
006° “SOUL 0 0 “SIM 0 a8uods) x Il 
5 ‘soul “SOUL 0 0 x A1O8S9998) 0) xX G8 ‘M‘W Ol 
3 
o8LI1 “SOUL G 0 0 “Sym g 0 xX €S-81-8 89 ‘O'N 6 
9n 
€9-G-11 “soul 0 0 0 0 x Lg ‘O'W g 
anaqeip ‘ 
uoneinduy 0 x “SOUL ¢ 0 (sisdas) x €9-61-¢ €S-FI-§ z9 aa L 
006-081 ¢ x “SYM L x 0 x €9-L-§ 9 
Qyeis 
o0S1- 081 “soul / 0 0 “SOU x 0) x ‘H‘A 
008" “SOU! 0 0 0 0 0 x Lg “a*t 
o9L1 “soul 0 9 9 0 0 x 89 ¢ 
x cyun) xX x x 0 TS-G1-g ‘a'mM 
006-0081 g 0 0 0 x x 0 ‘as I 
uomy ny uadQ paso] aanjovig aap ‘ON 
jo aj0q fo ajvoq 


L 


1332 
4 

| 

: 


VOLUME 52 


the hip. To relax the pull of the gastroc- 
nemius, the leg-rest of the table is dropped 
about 20 degrees. A pneumatic tourniquet 
may be used high on the thigh. The leg is 
draped free. With adequate anesthesia skeletal 
pin traction is unnecessary. A true lateral skin 
incision, which may be extended downward 
to curve below the patella through which the 
lateral expansion of the quadriceps and the 
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patellar ligament may be divided, provides 
complete access to all fragments and makes 
exact reduction of the articular surfaces of the 
condyles relatively simple. In 6 of the 25 frac- 
tures, the patellar ligament was divided with 
no increase in problems of postoperative man- 
agement or later complications. 

The fracture zone of the distal femur is ex- 
posed by separating the vastus lateralis from 


FIG. 1 


(Case 1) (A) Closed comminuted T-fracture (automobile accident) of the supracondylar portion in a 24 year old woman. 
Fairly exact reduction and stable fixation was achieved with a Moore-Blount blade-plate; section of the patellar ligament 
facilitated reconstruction of the fragments. A long leg cast was employed for 6 weeks. (B) Clinical and x-ray evidence of 
union is present at 14 weeks. An excellent end result permitted active extension to 180 degrees and full squatting. 


A 


FIG. 2 


B Cc 


(Case 2) (A) Closed comminuted supracondylar T-fracture, in a 69 year old man required an accessory Knowles pin to 
hold the major .condylar fragments. The patellar ligament was severed and repaired with silk. (B) Early postoperative x-ray 
Studies in two views in a light, long leg cast. (C) Excellent end result; x-ray findings at 2 years. 


‘ 
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FIG. 3 


A B 


(Case 3) (A) Anteroposterior views of an unusual combination of fractures about the left knee in a 52 year old man 
struck by a car. A large open wound exposed a comminuted supracondylar fracture of the femur, a fractured patella 
with separation, and fractures of upper tibia and fibula. Access to the knee was provided through the separated patellar 
fragments, thus section of the patellar ligament was not necessary. (B) Clinical and x-ray evidence of union of all fractures 
at 5’ months. Patient is ambulatory with a range of motion of from 180 to 90 degrees. 


FIG. 4 


A B 
(Case 3) (A) Anteroposterior views of an unusual combination of fractures about the left knee in a 52 year old man 
oughly cleansed within a few hours of injury. No cast was employed. Evidence of delayed union led to bone grafting at 3 


months. (B) End result shows full active knee extension and full squatting. Note use of wire sutures in repair of ligament 
and capsule in this open fracture. 


the biceps and from the lateral intermuscular —_a_slot created by drill holes, the blade is 
septum. The blade-plate is shaped with bend- _— driven into the cancellous bone of the con- 
ing irons to fit the side of the femur. Through _—dyles. When the condyles are separated tem- 
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porary fixation in reduction with a pin or 
screw will facilitate transfixion with the 
blade. In placing the blade-plate care must be 
exercised to avoid varus, valgus, or recurva- 
tum angulation. If indicated, the position of 
the nail and fragments should be checked by 
anterior-posterior and lateral roentgenograms 
in the operative field. 

When protection of the assembly seems in- 
dicated, postoperative management should 
include a long-leg plaster cast. If fixation is 
adequate, a simple dressing may be used with 
balanced suspension with active and passive 
exercises. Drill of the quadriceps muscle is 
begun early and nonweight bearing ambula- 
tion with crutches is frequently permissible. 
Weight-bearing is deferred until clinical and 
roentgenologic union are obtained. 


Protective leg casts were used in 17 of the 
23 patients (19 fractures) for periods varying 
from 2 weeks to 5 months. A conscientious ef- 
fort was made to reduce such fixation to a 
minimum. It is believed that the two cases of 
delayed union mentioned above would have 
united readily with plaster immobilization for 
a conventional length of time. Both were 
open fractures,—one 22 year old had no cast, 
the other, aged 63, had one for 3 weeks only. 
This is offered as a word of caution to en- 
thusiasts who would omit plaster altogether. 


Results 


There were no nonunions. The average 
length of time to union of these fractures was 
approximately 4 months. The 2 cases of de- 
layed union have been mentioned above. In 2 
cases sinus tracts persisted after union of the 
fracture and healed only after removal of the 
nail. Low-grade infection developed in the 
knee of a 62 year old obese diabetic; the 
supracondylar fracture healed but the leg 
eventually needed to be amputated. 

The average range of motion recovered in 
these 25 fractures was from 178 degrees of ex- 
tension to 90 degrees of flexion. In general, 
the shorter the period of immobilization the 
better the eventual range of knee motion. 
This fact is explained to some extent by the 
direct ratio between the length of immobiliza- 
tion in plaster and the severity of the injury. 


Summary and Conclusions 


1. Twenty-five supracondylar fractures of 
the femur in 23 adult patients are reported in 
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which a lateral incision reflecting the quadri- 
ceps was used and found to be preferable to 
an anterolateral muscle-cutting incision. 


2. In T-fractures with displacement, divi- 
sion of the patellar ligament is recommended. 
Healing time for this ligament is generally no 
longer than that for the associated fracture. 
All factors considered, the two best results in 
this series occurred in cases in which the 
patellar ligament was divided. 


3. Blade-plate fixation of supracondylar 
fractures of the femur allows maximum resto- 
ration of anatomic relationships, provides 
good internal fixation, and minimizes exter- 
nal fixation both as to time and degree. In 
addition, blade-plate fixation of these frac- 
tures can reduce the time of hospitalization 
and recumbency. End results from blade-plate 
fixation have been satisfactory. The procedure 
is presented as the method of choice in the 
management of this fracture of recognized 
complexity. 
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Discussion (Abstract) 


Dr. F. DeWitt Sanford, Orlando, Fla. Open reduc- 
tion and internal fixation of a supracondylar fracture 
of the femur can give anatomic replacement of the 
fragments and sufficient fixation to allow external 
support to be reduced to a minimum. It was noted 
with interest that Dr. Holt does not hesitate to cut 
through the patellar tendon. Although we have not 
cut this tendon in any of our cases, as pointed out by 
Dr. Holt, doing so apparently does not add difficulties 
to the management of the patient. It is important to 
visualize the articular surface of the femur so anatomic 
replacement of the fragments is obtained without 
leaving rough surfaces to invite traumatic arthritis. 

Since 1950, we have treated 38 fractures by this 
method with gratifying results. No plaster, traction, 
nor external fixation have been used postoperatively. 
Knee motion has’ been started on the third or fourth 
postoperative day, or as soon as pain will permit. 
Excellent range of knee motion has been preserved in 
each patient. We have had no serious complications 
resulting from early knee motion. In one patient in 
whom the plate broke, there was a delayed union 


in 
3 
nt 
> 
em- 


1336 SOUTHERN MEDICAL JOURNAL NOVEMBER 1959 


which required another nail and graft; bony union 
was obtained. We believe the advantages of early knee 
motion outweighs the risks involved. 

We have found it to be of advantage to use bone 
chips from the ilium at the fracture site, and believe 


the grafts reduce the time required for bony union, 
We use the supracondylar nail described by Jewett 
and, when necessary for stability, use additional fixa- 
tion by screw or bolt. Dr. Holt is to be congratulated 
on his excellent presentation. 
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The Management of the Elderly 


Cardiac’ 


RALPH M. DENHAM, M.D.,t Louisville, Ky. 


In an aging population the family doctor is frequently called upon to treat cardiac disease. Since 
it often has aspects not common to heart disease in the younger age group, some thought should 
be given by every physician to the recognition of these differences and their treatment. 


THE OLDER CARDIAC PATIENT presents few prob- 
lems unlike those of the younger patient but 
some of these may actually modify the treat- 
ment of these patients. Factors of importance 
are whether the patient is aged (physiologic) 
or senile (pathologic), whether he is active or 
inactive, and whether medical problems exist 
which restrict physical activity, add to the 
cardiac load, or influence the manner in which 
he responds to his environment. Most of us 
recognize that many oldsters do not accept 
strict medical regimens, changes in their diet, 
nor transfer to a strange environment as 
readily as do younger people. The elderly 
patient frequently has plenty of time to spend 
dwelling on his heart problem and should not 
be rushed by his busy physician. 

This discussion will consider the specific 
problems of congestive failure, coronary ar- 
tery disease and cardiac arrhythmias as seen 
in patients who are 65 or more years old. 
Other problems are perhaps of equal impor- 
tance, but we shall omit from this discussion 
the problems that attend arterial hyperten- 
sion, surgical procedures, electric shock ther- 
apy, and other less frequent problems. 

William Dock!? described presbycardia 
(senile heart disease) and since then other 
authors have elaborated on this clinical entity. 
He described this as the “small brown heart” 
in which there is an increase in subepicardial 
fat, some thickening of the heart valves, 
atrophy of myocardial fibers and increased 
pigmentation of the fibers. He points out that 
these involutional changes alone do not cause 
heart failure but that the reserve is poor, and 


*Read before the Section on General Practice, Southern 
Medical Association, Fifty-Second Annual Meeting, New Or- 
leans, La., November 3-6, 1958. 
tFrom the Department of Medicine, University of Louis- 
ville School of Medicine, Louisville, Ky. 
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overexertion, emotional tachycardia, infec- 
tion, elevation of the blood pressure, and a 
high salt diet may precipitate failure. If none 
of these mentioned stresses are operating the 
patient may be free of symptoms. The physi- 
cal examination may reveal premature beats, 
bradycardia, systolic murmurs at the aortic 
and mitral areas, and the heart size may be 
normal. 

In this age group the physician will en- 
counter the more common types of heart di- 
sease due to arteriosclerosis, systemic and pul- 
monary hypertension, and occasionally rheu- 
matic heart disease. Calcific aortic stenosis 
may exist. Syphilitic aortitis is rare and con- 
genital heart disease is seen even less fre- 
quently. Bacterial endocarditis occurs infre- 
quently but must be excluded at times. 


Congestive Failure 


In considering congestive heart failure in 
the aged one usually encounters classical find- 
ings of heart failure but at times it may be 
atypical. Some factors which may confuse the 
physician are the following. The heart may 
appear to be of normal size in contrast to the 
usual patient in heart failure who shows en- 
largement. Could this normal appearing heart 
be a “small brown heart” which has dilated 
and is further obscured by pulmonary emphy- 
sema? In addition, pulmonary emphysema and 
fibrosis may mask or mimic the signs of con- 
gestive heart failure. An upper respiratory 
infection may be followed by a persistent 
cough which is attributed to the infection 
when it actually represents insidious left ven- 
tricular failure. Fatigue may be an outstand- 
ing complaint and is usually difficult to 
evaluate. Vague digestive disturbances secon- 
dary to hepatic congestion may occur. In my 
experience isolated pleural effusion may be 
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an early finding in heart failure in the aged. 
This must be differentiated from malignancy, 
pulmonary infarction, and other causes of 
pleural effusion. The older patient has a 
tendency to bradycardia and in the presence 
of sinus rhythm the heart rate may be an un- 
reliable index as to whether congestive failure 
is present. 


The problem then exists as to whether the 
symptoms and signs are due to heart failure. 
If the history, physical examination, electro- 
cardiogram, and chest roentgenogram leave 
doubt, the simple procedures of venous pres- 
sure and circulation time may then aid in 
differentiation. 


The following patient illustrates a diag- 
nostic problem. 
Case 1. A 67 year old judge complained of progres- 


sive weakness, shortness of breath and weight loss over 
a period of 4 months. 


Physical examination revealed evidence of recent 
weight loss, dyspnea upon slight effort, slight cardiac 
enlargement with no engorgement of the neck veins. 
There was slight dullness at the left lung base and a 
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few scattered moist rales bilaterally. The liver was 
barely palpable. No edema was present. Chest flouro- 
scopy and x-ray revealed cardiac enlargement, slight 
pleural effusion and pulmonary congestion (Fig. 1,4), 


The possibility of malignancy was considered on the 
basis of the dense shadow at the left hilus and the 
clinical history. Rapid clearing of these findings o¢. 
curred after sodium restriction, rest, digitalization and 
diuretics (Fig. 1,B). This therapy resulted in great 
symptomatic improvement and verified the diagnosis 
of congestive heart failure. 

In the elderly person myocardial insuffi- 
ciency may represent advanced heart disease 
about which little can be done. On the other 
hand correctible cardiac or extracardiac fac- 
tors may exist and their elimination may re. 
sult in improved cardiac function. 

Cardiac arrhythmias should be controlled. 
The conversion of auricular fibrillation may 
restore cardiac compensation or reduce the 
functional incapacity. 

A careful search for hidden infection which 
imposes extra work on the heart is in order, 
remembering that in the older patient the re- 


FIG. 1 


A 


(Case 1) (A) On June 21, 1958, there was an apparent mass at the left hilum suggestive of tumor. Other changes were 
consistent with pulmonary congestion and pleural effusion. (B) On June 30, there had been marked clearing of the lung 


fields, including the suspicious left hilar “mass.” 
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sponse to bacterial infection frequently is 
atypical in that there is little elevation of 
temperature and perhaps no_ leukocytosis. 
Anemia, if present, should be corrected. 
Hyperthyroidism may be masked in the elderly 
patient with heart failure. The basal meta- 
bolic rate is inaccurate in this situation but 
[31 uptake study and the determination of 
protein-bound iodine may be more helpful. 
Correction of hyperthyroidism will frequently 
relieve heart failure. 

The problem of obesity is infrequent in 
this age group but weight loss may relieve 
heart failure. Malnutrition, on the other 
hand, may present a problem and beri-beri 
heart disease has been recognized frequently 
in the senile patient with poor dietary habits. 


The physical status of these patients has 
considerable influence on the control of heart 
failure. A spry old man can keep himself in 
constant trouble, whereas one who is content 
to sit in his rocking chair may have very few 
symptoms even though he has a similar degree 
of heart disease. Mental stress and turmoil in 
a strange environment may produce tachy- 
cardia and add to the difficulty of controlling 
symptoms.” 


Pulmonary infarction occurs frequently in 
oldsters and may precipitate heart failure if 
some heart disease is present. Such a situation 
is illustrated by the following patient. 


Case 2. A 77 year old man had the sudden onset of 
severe pain in the right chest, aggravated by respira- 
tion and cough and accompanied by hemoptysis. 
There was no previous history of heart disease. He had 
been taking Stilbestrol for one year for benign pros- 
tatic hypertrophy. 

Physical examination on the day of onset revealed a 
critically ill patient who was short of breath, grunting 
with pain, and cyanotic. A pleural friction rub was 
present at the right base. The apical heart rate was 
140, and the electrocardiogram confirmed auricular 
flutter with a 2:1 block. The legs revealed no edema 
or calf tenderness. 


The diagnoses of acute pulmonary infarction, ar- 
teriosclerotic heart disease, and auricular flutter were 
made. Hemoptysis was so gross that anticoagulants 
were not given. The auricular flutter converted to 
auricular fibrillation on the 6th day after receiving 
large amounts of digitalis. Sinus rhythm was restored 
on the 14th day. On the 22nd day an acute thrombo- 
phlebitis was found in the left leg. Anticoagulants 
were then started and the patient was discharged with- 
out further complications on the 46th day of illness. 

An x-ray film showed the appearance of the heart 
and chest on the first day (Fig. 2,A). Emphysema and 
slight cardiac enlargement, as well as the shadow in 
the right lower lung field, were noted. The follow-up 


THE MANAGEMENT OF THE ELDERLY CARDIAC—Denham 1339 


roentgenogram showed clearing of the lungs on the 
46th day of illness (Fig. 2,B). 

The treatment of congestive failure in the 
elderly patient consists of rest, digitalis, diu- 
retics and sodium restriction as in the other 
age groups. Deficiency of water-soluble vita- 
mins may develop in the patient receiving 
frequent diuretics and the program should be 
supplemented to replace this loss. At times it 
is necessary to use empirically antibiotics, if 
there is suspicion that infection exists which 
is aggravating heart failure. Oxygen therapy 
is used for acute left ventricular failure along 
with other measures. Sedation and measures 
to control cough to avoid exhaustion is of 
importance in the elderly. Aspiration of 
pleural and ascitic fluid if present aids ma- 
terially in relieving the patient. 

It is my belief that the elderly cardiac is 
more susceptible to the toxic effects of digi- 
talis. For this reason the patient is digitalized 
more slowly, preferably by the oral route un- 
less there is a strong indication for parenteral 
therapy. I prefer using one of the shorter 
acting preparations such as Digoxin or gitalin 
rather than a preparation of more enduring 
action. The prolonged effect of digitoxin, 
sometimes exceeding 3 weeks after discontinu- 
ation of the drug, is a definite and serious 
disadvantage. Lown and Levine* point out 
that in the seriously ill cardiac patient the 
symptoms of digitoxin overdosage cannot be 
distinguished from increasing decompensation 
by the simple expedient of stopping digitalis 
administration for a few days. 

Ten patients with congestive heart failure 
of moderate to severe degree and whose age 
range was 75 to 90 years (average 79 years) 
were observed by us. The maintenance dose 
of gitalin averaged 0.35 mg. daily during an 
observation period averaging 25 months each. 
A larger group whose ages were less than 55 
years required an average daily dose of 0.55 
mg. of gitalin (16). 

Digitalis intoxication in the aged has cer- 
tain peculiarities. Anorexia is the most fre- 
quent complaint, but on several occasions I 
have observed weight loss occurring over a 
period of several weeks in the absence of rec- 
ognized anorexia. With a decrease in the 
maintenance dose of digitalis the patient may 
regain a few pounds in weight without de- 
veloping an increase in congestive failure. 
Mental confusion, weakness, and _listlessness 
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FIG. 2 


A 
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(Case 2) (A) On March 22, 1958, pulmonary emphysema obscured somewhat the true heart size. The infiltration at the 
right base represents pulmonary infarction. (B) On May 7, the lung fields had cleared except for residual changes at the 
right base. The emphysema was now quite apparent since the congestive changes have cleared. 


may occur with over-digitalization. Many ob- 
servers agree that cardiac arrhythmias are 
more frequent in the digitalized older patient 
and should be watched for with great care. 
Resistant heart failure paradoxically may be 
due to digitalis. With the appearance of re- 
sistant heart failure in any cardiac patient the 
possibility of digitalis intoxication should be 
considered. 


Potassium depletion may aggravate digitalis 
intoxication and restoration of the potassium 
deficit may modify symptoms and signs of 
intoxication. Diuretics should be omitted if 
an overdosage of digitalis is even suspected. 


In the use of diuretics in the elderly the 
chief considerations should be whether genito- 
urinary obstruction is present and whether 
renal function is adequate. The dose should 
be controlled to avoid dehydration. The 
newer oral diuretics may be effective and 
avoid the necessity of parenteral mercurial 
therapy. 


Coronary Insufficiency 


Coronary artery disease may actually de- 


crease somewhat in incidence in the age group 
above 70 years.t However, in these older pa- 
tients when it does exist it may follow the 
same patterns of angina pectoris, coronary 
insufficiency, and myocardial infarction which 
the younger person may manifest. Neverthe- 
less, there are certain differences to be con- 
sidered. 

Angina pectoris may manifest itself by noc- 
turnal angina and angina decubitus more fre- 
quently in this age group. One almost imme- 
diately becomes wary of an impending infarc- 
tion with the appearance of these symptoms 
in younger patients, but I have had the ex- 
perience of having these symptoms go on for 
a number of months or years in the elderly 
without the appearance of definite myocardial 
infarction. Here again the physical status and 
activity of the patient dictates the amount of 
difficulty that he will have. Again the spry 
old gentleman is going to have more sympto 
matic difficulty than the sedentary com- 
panion. 

The prognosis of angina in these patients 
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is as difficult to assess as it is in other age 
groups. However, if it is not of recent onset 
and there is no increase in the frequency or 
duration of the attacks one may reasonably 
assume that the prognosis is fair. 

One must consider factors such as anemia, 
biliary disease, metabolic overload and physi- 
cal activities, since correction of these may 
lead to alleviation of the angina. 

Management of the patient with angina 
pectoris is accomplished by control of physical 
activities, mild sedation, and explanation of 
the patient’s disease insofar as possible rather 
than relying entirely on oral medications. In 
the older cardiac patient I have been rather 
disappointed in the results obtained by the 
longer-acting nitrates such as pentaerythritol 
tetranitrate, mannital hexanitrate and other 
long-acting drugs. Nitroglycerin is indispens- 
able in the control of pain. Whether dietary 
factors are of great importance remains to be 
seen. Perhaps by avoiding lipemia of signif- 
icant degree one may be able to reduce the 
attacks of angina. Ablation of the thyroid 
gland with radioactive iodine has occasionally 
been helpful in the euthyroid patient who is 
greatly disabled by angina pectoris. 

Myocardial infarction in the elderly patient 
may be masked by previous angina. There 
may be no period of premonitory symptoms 
or build-up in the intensity of angina. He 
may have an attack only slightly different 
from his usual anginal episode which may 
on follow-up study prove to be an actual in- 
farction. Silent infarctions may occur due to 
masking by other illness, such as acute pul- 
monary edema, postoperative state or painless 
myocardial infarction. The elderly patient 
with acute myocardial infarction is much 
more apt to develop congestive heart failure, 
especially left ventricular failure, than is the 
patient in the younger age group. 

Age of the patient is no contraindication to 
anticoagulants if they are properly controlled. 
Unless the patient is in severe shock he is 
usually allowed out of bed during the first 
week or by the end of the first week. Bed and 
chair rest is then carried out for the next 4 to 
6 weeks depending upon the severity of the 
infarction. The prognosis in the older patient 
with myocardial infarction becomes progres- 
sively worse with increase in age. 
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Cardiac Arrythmias 


Cardiac arrhythmias as seen in the geriatric 
patients are increased in frequency. This is 
particularly true of the patient receiving 
digitalis. 

In the presence of cardiac arrhythmias in 
the older age group the aim must be control 
of the ventricular rate. This is important be- 
cause if a very rapid ventricular rate is al- 
lowed to continue for any length of time 
myocardial ischemia and congestive failure 
may develop rapidly. Also the problem of 
cerebral ischemia or even thrombosis may 
arise. Emboli are more frequent in arrhyth- 
mias with rapid ventricular rates than if the 
rate is controlled. These complications occur 
less frequently in younger patients. 

Premature contractions are frequent in the 
older age group. These usually require no 
medication. Atrioventricular heart block of 
the first degree is also seen often and again 
may not cause any particular clinical problem. 

Auricular fibrillation is one of the most 
common arrhythmias seen in the older car- 
diac. At times it is unnecessary to give medi- 
cation. Some of the older cardiac patients 
may have auricular fibrillation for several 
months or years with a relatively normal ven- 
tricular rate and require no digitalis. Others 
will not do well without the use of digitalis 
to control ventricular rate. Still others may 
do better if an effort is made to convert the 
auricular fibrillation to sinus rhythm. At least 
one study has shown that patients in the 
arteriosclerotic age group are more easily con- 
verted to sinus rhythm and more easily held 
in sinus rhythm than are younger patients 
with rheumatic heart disease.5 

Auricular flutter is an infrequent problem 
in this age group. It should be controlled by 
use of digitalis and quinidine if necessary. 

Ventricular tachycardia occurs rarely except 
as a complication of myocardial infarction. 
This is an urgent situation and must be 
handled without delay in these patients. At 
the present time I believe the best way to 
manage ventricular tachycardia with a rapid 
ventricular rate is by use of intravenous pro- 
caine amide carried out during electrocardio- 
graphic monitoring. In the management of 
ventricular tachycardia quinidine is a useful 
drug as well as procaine amide. 


An important arrhythmia in this age group 
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is paroxysmal auricular tachycardia with 
block. The importance of this arrhythmia is 
that it is frequently associated with digitalis 
intoxication. It is often confused with auricu- 
lar fibrillation because the block may be of 
an irregular nature (Fig. 3). The ventricular 
rate may be rather rapid, and unless one 
identifies this arrhythmia by electrocardiog- 
raphy he is apt to increase the dose of digitalis 
to try to slow the ventricular rate when 
proper management would dictate omission 
of digitalis and management of digitalis in- 
toxication. The electrocardiogram is also 
useful in verifying the presence of auricular 
flutter and ventricular tachycardia when they 
are suspected. 

A major point to consider in the manage- 
ment of these supra-ventricular tachycardias 
is to be sure that digitalis intoxication is 
absent, and if such is absent to give sufficient 
digitalis to control the ventricular rate. Quini- 
dine should be used if digitalis alone fails to 
control the arrhythmia. 

Adams-Stokes syndrome is more common in 
the older patients than in the younger groups 
who manifest complete heart block. In evalu- 
ation of the patient who comes in with periods 
of syncope or convulsions and in whom one 
suspects this disorder, it is important to rule 
out not only disease of the central nervous 
system but to evaluate the cardiac problem 
from the standpoint of arrhythmias. Electro- 
cardiograms are of value in searching for A-V 
heart block, ventricular premature contrac- 


FIG. 3 
Tit 
| 


Paroxysmal auricular tachycardia with block and _ irregular 
ventricular rhythm due to digitalis intoxication. By aus- 
cultation this mimics auricular fibrillation. 
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tions, ventricular tachycardia or fibrillation 
which may occur during such seizures or in 
between such seizures. A check for carotid 
sinus hypersensitivity is in order in many of 
these patients but should be performed with 
caution. 


Frequently these problems are of a terminal 
nature and impossible to control even with 
the best of management. However, the use of 
atropine to inhibit vagal reflexes and isopro- 
terenol hydrochloride (Isuprel) to stimulate 
nodal pacemakers may be of considerable 
value. The use of epinephrine parenterally 
during an acute seizure due to heart block 
may be lifesaving. Quinidine and _ procaine 
amide are of uncertain value and may actu- 
ally aggravate the condition in a patient who 
is having alternate bouts of ventricular 
tachycardia with bouts of cardiac arrest. 


Comment 


The older cardiac patient at times presents 
a unique challenge to the art of medicine as 
well as thought-provoking clinical problems. 
Recognition of these problems and careful 
management will often restore the elderly to 
several months or years of useful and com- 
fortable life. Age itself should be no contra- 
indication to an all-out effort to evaluate these 
problems accurately and to treat them wisely, 
realizing that differences exist which influ- 
ence the management of the geriatric heart 
patient. 

Summary 


Several factors have been discussed which 
influence the diagnosis, treatment and gen- 
eral care of the elderly cardiac patient. 


The specific problems concerned with con- 
gestive heart failure, cardiac arrhythmias and 
coronary artery disease have been reviewed 
and recommendations for their management 
have been presented. 
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The Genghis Khan of the 1959 


Microbial World’ 


THOMAS F. PAINE, JR., M.D.,f Birmingham, Ala. 


This paper points up some of the dangers of the indiscriminate use of antibiotics and a more casual 
practice of asepsis because of a false sense of security based on antimicrobial therapy. 


ONCE UPON A TIME there was a good little 
organism called Staphylococcus aureus. The 
time was about 1946. This little organism had 
not always been a good little creature but had 
decided to behave after “getting its pants 
scared off” by a new and fearless defender of 
the public, known as penicillin (Fig. 1). Sev- 
eral years later, in 1959, penicillin appears ex- 
hausted from overwork and the staphylococcus 
now swaggers around as “‘top-dog” (Fig. 2) in 
our hospitals. 


Our current dilemma is a result of at least 
three factors: (1) the overzealous use of anti- 
biotics, (2) the development of drug-resistant 
strains of staphylococci, and (3) the deteriora- 
tion of hygienic practices in hospitals. 

(1) Use of Antibiotics. In 1939, penicillin 
was a new experimental laboratory material 
at Oxford University. Because of the war and 
the need for antimicrobial drugs for the treat- 
ment of casualties, much effort went into 
learning how to produce penicillin. Large 
vessels were needed for growing the mold and 
the practical English are reputed to have 
found that bedpans would serve this purpose 
quite well. Penicillin was then so scarce that 
it was recovered for re-use from the urine of 
patients under treatment. One case in a 1941 
report from Oxford was that of a policeman 
who was treated with penicillin recovered 


FIG. 1 


Penicillin was effective against most staphylococci in 1946. 


_ 


*Presented at the meeting of the Medical Association of the 
State of Alabama, Birmingham, April 10, 1959. Preparation 
of this paper was aided by Grant E-938(C2), USPHS. 

tFrom the Department of Microbiology, University of Ala- 
bama Medical Center, Birmingham 3, Ala. 
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The 1959 hospital staphylococcus is indifferent to penicillin 
and to several other antibiotics. 


from urine, giving rise to the story that peni- 
cillin was a remarkable substance, grown in 
bedpans and purified by passage through the 
Oxford police force! 


During the war years penicillin soon be- 
came plentiful enough to treat service person- 
nel, and in 1946 the antibiotic came into 
commercial use. Figure 3 shows the increase 
in production of penicillin since 1939 in the 
United States. With the exception of the year, 
1955, the amount of penicillin produced an- 
nually has continued to increase despite the 
discovery of many other antibiotics. If pro- 


FIG. 3 
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National production of penicillin. 
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duction for 1958 reached 400 tons, as seems 
likely, this amount of penicillin would have 
provided each man, woman and child 3 or 
4,000,000 units. Since several of us rugged 
souls took no penicillin at all last year I sus- 
pect that some of our citizens received more 
than their quota. The production of anti- 
biotics other than penicillin has also contin- 
ued to increase. Though the national produc- 
tion figures of all antibiotics are not in hand, 
the amounts of antimicrobial drugs used in a 
local hospital during the past year offer an 
indication of the general use of these agents. 
Table 1 lists the amounts of antimicrobial 
drugs, except for isoniazid and p-aminoben- 
zoic acid, used in the 600 bed University Hos- 
pital, Birmingham, Alabama, for the one year 
period from March, 1958, through February, 
1959. With a total usage of 158,596 grams per 
year, each of our 25,000 admissions could have 
received about 6 grams of antibacterial agents. 
Dispensing 3,000 grams of antimicrobials per 
week should keep our pharmacist quite busy. 
Problem patients may receive more than their 
6 gram average; table 2 lists the agents re- 
ceived by one Pediatric-Orthopedic patient 
during a 96 day stay in the hospital. On the 
basis of the amounts of antimicrobial drugs 
used at the University Hospital for one year, 
we can estimate that about 826 tons of anti- 
microbials, other than penicillin, were pro- 
duced for the past year in the United States. 

“One gathers that ‘aqueous penicillin’ has 
been translated by some as ‘penicillin to be 
given out like water.’ However, the pressure— 
and anyone dealing constantly with patients 
knows that it is a pressure—exerted by a pub- 
lic that has become aware of the benefits but 
unaware of the dangers of newer drugs, cer- 


TABLE 1 


Antimicrobial Drugs Dispensed at University Hospital, Bir- 
mingham, Alabama, Mar. 1, 1958, through Feb. 28, 1959* 


Penicillin 51,737 Gm. 
Sulfonamides 37,660 Gm. 
Streptomycin 30,602 Gm. 
Chloramphenicol 18,882 Gm. 
Tetracyclines 9,589 Gm. 
Erythromycin 4,592 Gm. 
Neomycin 3,158 Gm. 
Novobiocin 1,086 Gm. 
Nitrofurantoin 525 Gm. 
Kanamycin 322 Gm. 
Others 443 Gm. 

Total 158,596 Gm. 


*Does not include isoniazid or p-aminobenzoic acid. 
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TABLE 2 


Antimicrobial Drugs Dispensed for One Patient During a 9 
Day Stay in the University Hospital, Birmingham, Alabama 


194 tab. (0.5 Gm.) Sulfadiazine 97.00 Gm. 
167 million units Penicillin 100.20 Gm. 
142 cap. (0.25 Gm.) Novobiocin 35.50 Gm. 
121 cap. (0.25 Gm.) Chloramphenicol 30.25 Gm. 
98 tab. (0.25 Gm.) Erythromycin 23.25 Gm. 

Total 286.20 Gm. 


tainly does not make the physician’s life any 
easier. Since repeated warnings by others have 
had no very gratifying results, this reviewer 
has no illusions that anything written here 
will stop the trend. On the contrary, he confi- 
dently expects the day when penicillin injec- 
tions will be dispensed in drug stores by slot 
machines set up between the counter and the 
pinball machines. The lines forming in front 
of them during the season of coughs and colds 
will be something to see.” 

Our exposure to antibiotics is not limited 
to the prescriptions provided by the medical 
profession. A considerable portion of the 
chlortetracycline produced today is added to 
poultry feed and animal feed, because such 
agents promote faster growth of the animals. 
Slaughtered poultry is dipped in chlortetracy- 
cline solutions to decrease spoilage. So when 
you chew into your Christmas turkey you are 
eating an animal raised on antibiotics and 
“preserved” by antibiotics. Of course the re- 
sidual antibiotic in the poultry is supposed to 
be inactivated by proper cooking but what if 
your turkey is undercooked? This might easily 
“cook your goose,” if you happen to be aller- 
gic to the antibiotic employed. 

Milk drinkers may be encountering penicil- 
lin unawares.‘ Several surveys, in various parts 
of the country, have demonstrated penicillin 
in 5.9 to 23.2% of the commercial milk being 
sold.5 The practice of milking the cow, in 
spite of penicillin having been injected into 
the udder for mastitis, keeps the cash register 
jingling happily but is dangerous for the pub- 
lic. Penicillin in milk means penicillin in ice 
cream and other milk products. If you have 
missed out so far on getting your antibiotic 
because you do not like poultry, milk or milk 
products, then just wait until you get your 
poliomyelitis vaccine with its dose of peni- 
cillin.® 

(2) Resistant Strains of Staphylococci. A 
dossier on the staphylococcus would disclose: 
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(a) It is an organism which normally lives 
in man’s nose. Some 50 to 70% of us have 
coagulase positive staphylococci in our noses 
at most times.? Because man is a nose-picker 
and sneezer we are constantly transferring the 
nasal-based staphylococci to our fingers, skin 
and environment. 

(b) The staphylococcus is an organism to 
which man is moderately well adapted—un- 
like the plague bacillus to which man is 
poorly adapted or N. catarrhalis to which 
man is very well adapted, as judged by the 
pathogenicity of the former and the lack of 
pathogenicity in the latter. The staphylococ- 
cus is ordinarily not in the headlines, as are, 
for example, the influenza or poliomyelitis 
viruses. Nevertheless, the staphylococcus is 
“getting its licks in” and causing frequent 
minor superficial infections which we usually 
ignore but they may easily serve as the source 
for an epidemic of hospital infections. 

(c) When it comes to developing resistant 
strains the staphylococcus is a real thorough- 
bred. As an example, when erythromycin was 
introduced into a large hospital as the chief 
agent in the treatment of infections, the pro- 
portion of strains of nasal staphylococci, in 
hospital personnel, that were resistant to the 
drug changed from 0 to 75% in a five month 
period.8 Many strains of staphylococci found 
causing infections in hospital patients are 
now resistant to penicillin, streptomycin, 
tetracyclines and erythromycin. By knowing 
what antibiotics are most heavily used in a 
hospital you can predict to what antibiotic 
the hospital staphylococci will likely be 
resistant. 

(3) Deterioration of Hygienic Practices in 
Hospitals. Another important factor in our 
current situation is a false dependency on 
antibiotics to control infections rather than 
depending on the well-proved practices of 
asepsis. We have forgotten about such simple 
but effective measures in the control of spread 
of infection as hand washing, careful isola- 
tion, care in handling of body discharges, care 
in cleansing fomites and other good habits. 
Let me describe some observations from a re- 
cent classic along this line, entitled “Bacteri- 
ology of the Bedside Carafe.”® Staphylococci 
were found in 68.9% of 163 bedside water 
bottles which were examined from 24 differ- 
ent Boston hospitals. This was strange be- 
cause the tap water as freshly obtained had 


enough residual chlorine to be bactericidal. 
Something was happening to the water at the 
bedside. The authors noted that at the end of 
a sip the residual water in the drinking tube 
drained back into the carafe, carrying saliva; 
a weak patient making repeated attempts to 
suck his fill added enough saliva to the water 
to cause turbidity. Then they found that add- 
ing 1% saliva to the tap water provided 
enough organic matter to quickly inactivate 
the residual chlorine in the water. In one hos- 
pital a nurse emptied the carafe of a patient 
who had recently died, replaced an adhesive 
label and left the carafe on the bedside table 
for the next patient. ‘““Grossly unhygienic con- 
ditions were described in two-thirds of the 
carafes. Dead, partially decomposed insects 
were frequently seen. The walls of some 
carafes were slimy; gelatinous islands of algae 
and fungi floated in others. Most carafes had 
a stale odor, and a few were literally foul.” In 
all of the hospitals the carafes were supposed- 
ly washed daily. In a third of the hospitals 
the carafes were processed in the same area 
where bedpans, urinals and basins were 
cleaned. The ice going into the carafes had 
an interesting background in many of the 
hospitals, and offered ease of contamination 
of the ice by oronasal discharge, dust from 
clothing and floors, and excreta. Shovels and 
scoops used to remove ice from machines were 
dirty. Most stood on the floor when not in 
use. Some scoops were covered with green 
algae. In 6 hospitals the ice dispensers were 
located within splashing distance of the bed- 
pan hoppers. In 3 hospitals bedpans and uri- 
nals were parked on the cover of the ice 
machine while awaiting emptying. One nurse 
was observed draining a urinal into a labora- 
tory carton perched on the ice dispenser. 
An examination of nose cultures for the 
presence of antibiotic resistant staphylococci 
in persons in a hospital environment shows 
that when patients first enter the hospital 
they usually have a low incidence of such re- 
sistant organisms. After being in the hospital 
for some time the incidence of resistant nasal 
staphylococci increases.!° The rate of increase 
is greater if the patients are receiving anti- 
biotics. On the other hand the hospital per- 
sonnel will usually show at all times a high 
incidence of nasal staphylococci which are re- 
sistant to antibiotics.7 One can understand 
that patients receiving antibiotics, thus hav- 
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ing their own protective microbial flora de- 
stroyed, would be fertile soil for the implant- 
ing of antibiotic resistant staphylococci. But 
why should the hospital personnel be main- 
taining these resistant staphylococci in their 
noses? Presumably most of them are not re- 
ceiving antibiotics. A recent study in England 
provides the answer to this question.) Peni- 
cillin was found present in the air and even 
in the noses of persons in hospitals. The peni- 
cillin seemed to be reaching the air mainly 
from the aerosols resulting from the handling 
of syringes and vials of penicillin. Penicillin 
and other antibiotics could also reach the air 
from topical use of these drugs and the spill- 
ing of urine containing the excreted anti- 
biotics. Spilled, dried penicillin could accum- 
ulate in the dust and thus again reach the air. 
To show that this environmental penicillin 
was important in maintaining the penicillin 
resistant nasal staphylococci the author made 
nose cultures of persons who were working in 
a penicillin factory. These persons, who were 
exposed to environmental but not adminis- 
tered penicillin, were found to have as high a 
resistance-rate of nasal staphylococci as had 
the hospital personnel. These studies have in- 
troduced a new concept into our understand- 
ing of hospital staphylococci. In addition to 
the restriction in therapeutic use of anti- 
biotics, the avoidance of contamination of the 
hospital environment with antibiotics should 
play a significant role in the control of coloni- 
zation of hospital personnel and the patients 
with antibiotic resistant staphylococci. 
Seriousness of Current Staphylococcal In- 
fections. In thinking about the problem of 
staphylococcal infections it is useful to sepa- 
rate the material into two headings: (1) the 
general population and (2) the hospital pop- 
ulation.!? In the case of the general popula- 
tion there is no evidence that the equilibrium 
between the staphylococcus and the general 
population has altered for the worse over the 


TABLE 3 


Some Factors Which Promote Susceptibility to Infection 
Age (very young, very old) 
Wounds, burns, venous ‘‘cut-downs,”’ tracheotomies 
Pulmonary edema (congestive heart failure) 
ee. collagen diseases, leukemia, hypo- or agammaglobu- 
inemia 


Antibiotics (destroy patient’s own protective microbial flora) 
—— steroids (interfere with patient’s defenses against in- 
ection) 


Etc. 
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TABLE 4 


Changing Mortality Rate of Staphylococcal Septicemia, Univer. 
sity of Minnesota and Affiliated Hospitals 


Years Mortality Rate 
1942-1944 28% (1) 
1951-1953 54% (2) 
1952-1955 80% (3) 


ool’ Hall, W. H., and Spink, W. W.: Ann. Int. Med. 22:510, 


(2) Wise, R. I. and Spink, W. W.: Bull. Univ. Minn. 
Hosp. 24:645, 1953. 


(3) Spink, W. W.: Ann. New York Acad. Sci. 65:175, 1956. 


past few years; in fact, the decreased incidence 
of osteomyelitis and carbuncles suggests that 
the general public is really better off as far 
as serious staphylococcal infections are con- 
cerned. The hospital population, however, 
presents a different picture. Many of the pa- 
tients in hospitals are more susceptible to in. 
fection than the average person. Table 3 is a 
listing of some of the factors which promote 
susceptibility to infection; such factors are 
frequently found in hospital patients. In 
addition to the factors listed a recent article 
suggests that chlorpromazine may promote 
susceptibility to infection.1% 

The worsening mortality rate in cases of 
staphylococcal septicemia in one area since 
1942 is shown in table 4.14 Twenty-four of the 
41 cases occurring since 1952 were in patients 
who acquired their staphylococcal infections 
after coming into the hospital. At the Boston 
City Hospital a spot check of 1,172 patients 
showed 68 patients with staphylococcal infec. 
tions present at the time of admission, but 113 


FIG. 4 


Noses of Poor hospital hygiene and 


Staphylococci Patients susceptible to infection 


Nasal staphylococci + an antibiotic deluge + poor hospital 
hygiene = Disaster for susceptible hospital patients. 
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patients with staphylococcal infections which 
had been acquired in the hospital.1® Post- 
operative wound infections with staphylo- 
cocci in a thoracic surgery unit in England 
became so frequent that the unit had to be 
closed.1® Routine hospital procedures may be 
dangerous as indicated by the observation 
that 7 of 18 fatal hospital-acquired staphylo- 
coccal infections were the result of intraven- 
ous infusions.17 The closing of newborn nur- 
series in several localities because of staphy- 
lococcal epidemics has been sufficiently news- 
worthy to have appeared in your daily papers 
several times in the past few years. There can 
be no question about the seriousness of 
staphylococcal infections for hospital patients 
in these times. 

In summary, the triad of noses full of 
staphylococci, the deluge of the use of anti- 
biotics and poor hospital hygiene have con- 
sorted to spawn the monster known as the 
hospital staphylococcus (Fig. 4). The chief 
victims of this chimera are the hospital pa- 
tients with their increased susceptibility to 
infection. Since we are unable to do without 
our noses, the main antidote to the hospital 
staphylococcus will lie in a discriminating use 
of antibiotics and a return to good hygienic 
practices in hospitals. 
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The Status of Antibiotics in 


Surgical Infections* 


ALFRED B. LONGACRE, M.D., and 


EDMUND BURKE, M.D.,t New Orleans, La. 


The author reviews the development of the antimicrobial drugs and substances. Special 
consideration is given to their use in surgery and question is raised 


relative to their prophylactic use in “clean surgery.” 


Hata! 1n 1920 and Newfeld and associates,? in 
1921, independently concluded that an effec- 
tive antibacterial agent for the treatment of 
infection which would not be harmful to the 
human body could not be synthesized or 
found. The discovery of the antibacterial 
properties of the azo-dye prontosil by Domagk? 
was soon followed by clinical investigations 
demonstrating that this product was effective 
therapeutically in infections caused by the 
hemolytic streptococcus. The active principal 
of prontosil, sulfanilamide, was soon isolated 
and made available for therapeutic use in the 
treatment of infectious diseases. This was the 
first of a succession of compounds all derived 
from sulfanilamide which possessed definite 
therapeutic antibacterial properties with 
minimal clinical evidence of toxicity to a 
patient. 

Penicillin discovered by Fleming* in 1927, 
and employed only as a laboratory aid to 
control coccal overgrowth in the isolation of 
a specific gram-negative bacillus, waited 
nearly 10 years for the clinical investigations 
of Florey and collaborators’ to demonstrate 
it as an effective nontoxic antibacterial medi- 
cation in the treatment of infections caused 
by gram-positive coccus. Early attempts to 
isolate penicillin in its pure form was fraught 
with many difficulties limiting its production 
to insufficient quantities for the demands 
made by World War II by the Armed Forces. 
Welch and Lewis® point out that in 1941 the 
supply of penicillin in the United States was 
insufficient to treat a single case of infection. 


*Read before the Section on Surgery, Southern Medical As- 
sociation, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

+tFrom the Department of Surgery, Louisiana State University 
School of Medicine, New Orleans, La. 


As recently as 1942 the treatment of 100 cases 
of infection with penicillin would have com. 
pletely exhausted the supply. Necessity being 
the mother of invention demanded improved 
methods of production of penicillin in quan- 
tity in sufficient amounts for the treatment of 
casualties of World War II. This was rapidly 
accomplished by researches of the American 
Pharmaceutical Houses so that in 1945 and 
1946 the supply was not only sufficient to 
meet the demands of the Armed Services but 
of the civilian population as well. 

The impact of the concept that it was now 
possible to control infections with an effective 
antibacterial agent which was not harmful to 
the human body stimulated endeavors to dis- 
cover other antibacterial agents which would 
extend the effective scope of this form of 
therapy. The isolation of streptomycin by 
Waksman and collaborators? was soon fol- 
lowed by reports demonstrating it as an effec 
tive antibacterial agent against species of bac- 
teria not affected by penicillin or the sulfono- 
mides. It was the first of the antibacterial 
drugs to be even slightly effective against 
gram-negative bacillus group of microorgan- 
isms. However, the control of experimental 
tuberculosis with streptomycin followed by 
the clinical demonstration of the control of 
tuberculosis in human beings remains one of 
its best antibacterial properties. 

In quick succession many different anti- 
biotics were discovered and isolated, studied 
and made available for the treatment of im 
fection extending the collective antibacterial 
spectrum of antibiotics so as to exert an in- 
hibiting action against most of the bacteria 
responsible for the commoner types of infec 
tion. In 1949, Johnson, Anker and Meleney* 
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isolated bacitracin from a strain of Bacillus 
subtilus recovered from a case of chronic 
osteomyelitis. This was found to be effective 
in controlling infections caused by staphylo- 
coccus, streptococcus, microaerophilic and 
other coccal infections. The first of the so- 
called broad spectrum antibiotics, chlortetra- 
cycline (Aureomycin) discovered by Long and 
Cox® possessed an antibacterial spectrum in- 
cluding many gram-negative bacilli as well as 
many of the coccal type of infections. Chlor- 
amphenicol isolated by Ehrlich and co-work- 
ers!© and terramycin first studied by Finley 
and others were soon found to possess an anti- 
bacterial spectrum similar to that of chlor- 
tetracycline and therefore classified with it as 
broad-spectrum antibiotics. It is not the pur- 
pose of this paper to review the history and 
discovery of each of the present-day antibiot- 
ics. Brief mention of them referring only to 
the species of bacteria against which they have 
been found to be most effective is as follows: 
neomycin limited by toxic reactions following 
parenteral administration to oral adminis- 
tration possesses an antibacterial spectrum 
effective against gram-negative as well as 
gram-positive bacteria. Erythromycin, risto- 
cetin, novobiocin, oleandomycin and _ cyclo- 
mycin all possess an antibacterial spectrum 
principally effective against an infection 
caused by the gram-positive cocci similar to 
that of penicillin and bacitracin. Most recent 
of the antibiotics to become available kana- 
mycin possesses an antibacterial spectrum 
similar to that of streptomycin and neomycin. 
It is now available for both oral and intra- 
muscular administration. 

The tetracyclines marketed under various 
trade names, with or without buffer com- 
plexes have an antibacterial spectrum similar 
to that of the other broad-spectrum anti- 
biotics. Recently the proportion of erythro- 
mycin has been reported to give much higher 
blood levels with a marked increase in bacteri- 
cidal properties. It is most effective against 
the staphylococcus particularly so in regards 
to penicillin resistant strains. Vancomycin also 
attains high blood levels but does not demon- 
strate the same antibacterial power as the pro- 
portionate compound of erythromycin. Vanco- 
mycin has been very effective against the 
penicillin resistant staphylococcus. 

The present group of available antibiotics 
has broadened the antibacterial spectrum so 


as to be of therapeutic value in the prepond- 
erance of infections, designated as surgical. 
The antibacterial spectrum of any specific 
antibiotic is the effective antibacterial action 
of that antibiotic against any specie or species 
of bacteria. 

The ever-changing antibacterial spectrum 
of any antibiotic, the variation of strain sensi- 
tivity within a given species to a specific anti- 
biotic and the limited effective antibacterial 
range of a specific antibiotic is somewhat 
contradictory to the term “broad-spectrum” 
in referring to the therapeutic range of a par- 
ticular antibiotic. The strain sensitivity 
within a species of bacteria will vary from 
complete resistance to being very sensitive. 
Likewise the degree of sensitivity of a specific 
strain within a species of bacteria will vary 
between the extremes of sensitivity to one 
antibiotic and resistance to a different anti- 
biotic with a similar species spectrum. It is 
therefore obvious that the antibacterial action 
of any antibiotic against any particular strain 
is strain specific even when the spectrum of 
an antibiotic includes many unrelated species 
of bacteria. It would be advisable to discard 
the term “broad-spectrum antibiotic” when 
in reality the only important antibacterial 
spectrum is the one desired against the spe- 
cific strain bacteria causing the infection. 


Recent sensitivity tests of strains of staphy- 
lococcus to the action of penicillin have dem- 
onstrated a change in sensitivity from a pre- 
ponderance of sensitive strains to a prepond- 
erance of resistant strains. Sensitivity tests of 
pathogenic strains of staphylococcus revealed 
that 90 to 95% of the strains tested were 
sensitive to penicillin. Within the last decade 
repeated observations on the sensitivity of 
staphylococcus to penicillin has shown an 
alarming decrease in the numbers of sensitive 
strains, so that at present only 20 to 30% of 
the strains of staphylococcus now recovered 
from infectious processes are sensitive to peni- 
cillin. 

This changing sensitivity of strains of bac- 
teria to the action of antibiotic probably is 
not limited to penicillin alone. There are 
reports indicating that this is occuring within 
the species of bacteria once sensitive to 
chlortetracycline, terramycin and other tetra- 
cyclines. It is hypothesized that it can be an- 
ticipated that it will occur with all antibiotics 
when their popularity has become sufficient 
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so as to permit a more widely spread and 
frequent choice. 

Many hypotheses, theories and conjectures 
have been advanced in attempting to explain 
this changing sensitivity of strains within a 
species of bacteria to a specific antibiotic. 
No one theory has satisfactorily explained 
this phenomena. There are many who adhere 
to the theory that as antibiotics are employed 
sensitive strains will be removed from the 
bacterial population, thus permitting resistant 
strains to grow more abundantly and to consti- 
tute a new bacterial population. Another 
hypothesis which also lacks confirmation is 
that the bacteria are capable of a genetic 
change permitting adaptation to the un- 
favorable environment of the antibiotic. It 
is conceivable that both mechanisms are 
operating coincidentally and that not only is 
the antibiotic depleting the population of 
sensitive strains but that some of the more 
resistant forms are genetically changing so 
as to develop increasing resistance. It is 
almost inconceivable that a simple mechanism 
of depletion is adequate to account for this 
phenomena and the concept of adaptation 
will depend upon genetic studies to confirm 
the theory of adaptation of bacteria to an 
unfavorable environment. 

The early reactions associated with peni- 
cillin therapy were first attributed to the 
impurities in the early batches of material. 
Purification of penicillin eliminated many of 
these reactions creating a sense of false se- 
curity that penicillin was completely devoid 
of untoward reactions. It was not long, how- 
ever, before reports of untoward reactions 
associated with or coincidental to the adminis- 
tration of penicillin became more frequent. 
For the most part, these reactions were of a 
minor type, being limited to skin rashes, oc- 
casional spikes of fever, local pain, black 
tongue and local edema of the extremities. 
The early reports of fatalities associated with 
penicillin were looked upon with skepticism, 
and it was not until they became more fre- 
quent that careful study confirmed the fact 
they were definitely attributable to an anaphy- 
lactic type of reaction caused by penicillin. 
Actual incidence of reactions seen in cases 
receiving penicillin is not definitely known, 
but varies between 14 and 20%, with serious 
reactions becoming more frequent. 


It was soon found that streptomycin was 
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not only accompanied by minor reactions of 
little clinical importance but that prolonged 
continued administration of streptomycin is 
associated with a rather severe neurotoxic 
manifestation affecting principally the audi- 
tory and vestibular nerves. Bacitracin early 
in its development was found to possess a 
rather severe nephrotoxic property mani- 
festing itself by albuminuria, hematuria and 
an elevation of blood nonprotein nitrogenous 
products. Purification of bacitracin decreased 
the incidence and severity of nephrotoxic re- 
actions with the subsequent release of baci- 
tracin for clinical use. 

The untoward experiences of toxicity re- 
sulting in the suppression of the hematopoi- 
etic system by chloramphenicol could not be 
confirmed. Consequently chloramphenicol 
was once more released to the medical pro- 
fession to be used as an effective antibiotic in 
those cases where it was specific. 

The tetracyclines including  chlortetra- 
cycline and terramycin and other modifica- 
tions have been associated with nausea, mild 
diarrhea, febrile reactions and other minor 
reactions. There have been reports of rather 
severe and alarming enteric reactions associ- 
ated with the oral administration of the 
tetracyclines. It is thought that these enteric 
reactions are not attributable to a toxic prop- 
erty of the drug and can be attributed to al- 
tering antibacterial flora of the large in- 
testines. 


Polymyxin, an effective antibiotic against 
gram-negative bacilli including the Pseudo- 
monas and Proteus bacilli, is associated with 
a nephrotoxic manifestation similar to that 
seen with bacitracin. However, for the most 
part, polymyxin remains an effective anti- 
biotic, preferable administration being topical 
or local application. 


Neomycin is principally restricted to oral 
administration and local application because 
of the high incidence of severe toxic reactions 
accompanying its parenteral administration. 
Even though many of the newer antibiotics 
have not been completely evaluated as to 
toxic manifestations, it is definitely felt that, 
with an increasing use of these newer anti 
biotics, reports of toxic manifestation coinct 
dent or following their administration will 
appear. It must at present be concluded that 
the present armamentarium of antibacterial 
agents are safe within the limits of their 
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therapeutic value and that they can be ac- 
companied by toxic manifestations against 
which the medical profession must be con- 
stantly on their guard. 


Treatment of Surgical Infections 


The need for the existing antibacterial 
spectrums is well-attested by the develop- 
ment of resistance of specific strains to an 
antibiotic but does not change the concept of 
rational antibiotic therapy in surgical in- 
fections. The concept of rational anti- 
bacterial therapy was clearly outlined shortly 
after the introduction of penicillin and 
streptomycin and remains essentially as fol- 
lows: a patient should not be denied the 
benefits of antibiotic therapy for an infection 
pending laboratory analysis of the bacteriology 
and antibiotic sensitivity tests. The initial 
selection of an antibiotic will depend en- 
tirely upon the clinical characteristics of the 
infections with the selection of the antibiotic 
most likely to be effective against the sus- 
pected etiology. At the time when the patient 
receives his first treatment specimens or 
cultures should be obtained wherever pos- 
sible. Without delay the specimens should be 
sent to the laboratory for immediate bacterio- 
logic analysis with indicated antibiotic sensi- 
tivity tests. The interpretation of the sensi- 
tivity test will act as a guide in the choice 
of an antibiotic for the therapy. If the anti- 
biotic originally selected is active against the 
bacteria recovered from the infection, con- 
tinuation with this antibiotic is justified 
providing the clinical course supports it. If, 
on the other hand, the bacterium recovered 
from the infection is resistant to the anti- 
biotic selected a new antibiotic should be 
administered, the selection of which depends 
upon the sensitivity tests which have been 
determined. In infections which do not re- 
spond, repeated cultures with repeated sensi- 
tivity tests are mandatory to determine 
whether or not there is a changing bacteri- 
ology or sensitivity to the antibiotic. 
Surgical infections can be roughly classi- 
fied into two groups: (1) those which are 
present at the time the patient first presents 
himself to the doctor and for which the pa- 
tient is seeking medical advice, and (2) those 
which develop in surgical wounds either 
traumatic or intentional. The traumatic 
wounds are those wounds in which contami- 
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nation is the result of accident without con- 
trol of contamination or tissue damage. 
Intentional surgical wounds are made with a 
deliberate intent for treatment and in which 
contamination is reduced by adhering to the 
rules of aseptic technic. Those cases in which 
excessive contamination is inevitable or in- 
advertently occurs are classified as clean con- 
taminated wounds. Those surgical wounds 
in which there has been no unusual or in- 
advertent contamination are considered clean 
surgical wounds. 

Antibiotic therapy of the infected wound 
or of a surgical infection continues to be the 
most effective method of treatment. However, 
in view of the increasing evidence of resistance 
of the bacteria to the present armamentarium 
of antibiotics it is important that other 
methods be available in the event that the 
bacteriology of the infection shows it will not 
support antibacterial therapy. It is unfortu- 
nate that methods once employed prior to the 
advent of antibacterial therapy have not been 
stressed sufficiently to acquaint developing 
surgeons with these technics. It is perhaps 
unfortunate for the training of the young 
doctor that his training experiences do not 
include exposure to the treatment of these 
types of infections as in the pre-antibacterial 
era. Consequently, the trained surgeon today 
is not only unfamiliar with previously ac- 
cepted principles employed in the treatment 
of surgical infections, but in many instances 
is unfamiliar with the clinical appearance 
and differentiating characteristics of over- 
whelming types of infections in which critical 
surgical judgment is of utmost importance. 
The overwhelming infection is only rarely 
seen because in most instances it is avoided 
by the early and judicious use of antibacterial 
therapy limiting most infections to a local- 
ized abscess or its complete resolution. The 
implications of these truths should be self- 
evident, dictating that once more the training 
centers should be concerned with teaching 
methods of treating infections other than by 
antibiotic therapy. The choice of the anti- 
biotic in these infections has been outlined 
and should be given by the rational approach 
of antibacterial treatment. 


The prophylactic use of antibacterial drugs 
in the prevention of infection should be 
limited to a judicious administration in 
traumatic wounds and the clean contaminated 
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case. Prophylactic preparation of the bowel 
with antibiotics prior to the surgical pro- 
cedure has been popularized. 


Both the sulfonamides of the unabsorbable 
type and many of the various antibiotics 
exert an inhibiting action on the bacterial 
flora of the large bowel. Even though there 
is a possibility of complete sterilization of the 
large bowel, in our hands we have not been 
able to accomplish this, but we have been 
able to significantly lower and alter the 
bacterial count and flora of the large bowel. 
It is of little importance which of the 
antibacterial agents, the sulfonamides or the 
antibiotics, is used providing the desired de- 
creased bacterial count and a change in the 
large intestinal flora is accomplished. 

This procedure has permitted operations 
on the large bowel to be performed without 
the prolonged convalescence of drainage of 
the abdominal wound, and has in many 
instances decreased the incidence of post- 
operative wound abscess, peritonitis and other 
complications. However, the necessity of pre- 
paring the bowel in this manner has not 
been definitely established, although it is 
rapidly becoming established as desirable. 
There have been complications associated 
with the altered flora of the large bowel 
particularly in the form of a very severe 
enterocolitis. The etiology of this entero- 
colitis is not known but has been associated 
with an overgrowth of monilia and of peni- 
cillin resistant staphylococci following the 
decrease in the normal flora of the bowel. 
Prior to the antibiotic preparation of the 
bowel there had been reports of series of 
large bowel surgery in the hands of com- 
petent surgeons with a very low incidence 
of complications due to infection. The im- 
plication is that mechanical cleansing of the 
large bowel prior to operation, through the 
administration of enemas and the use of 
laxatives whenever possible, is all that is 
necessary in the presence of good surgical 
technic. However, antibacterial cleansing of 
the large bowel with antibacterial agents does 
permit large bowel surgery with a higher 
degree of safety in the hands of many more 
surgeons and, therefore, probably will prove 
to be a very distinct benefit in these cases. 

In traumatic wounds there is some question 
as to the advisability of prophylactic anti- 
bacterial therapy. The species of microorgan- 


isms contaminating these wounds is not 
known and cannot be determined at the time 
of the surgical debridement with correction 
of the trauma; therefore, it makes any choice 
of antibiotic for prophylaxis of infection one 
of guesswork. In cases of rather minor trauma 
such as cuts and wounds by glass without any 
contusion and with minimal tissue damage, 
simple debridement within a period of § 
hours should be sufficient, and the prophy. 
lactic use of antibacterial therapy in these 
cases should not be required. A study made 
on the prophylactic administration of the 
sulfonamides, in 1942, showed there was no 
difference in the incidence of infection in 
the cases when the sulfonamides were used 
prophylactically as compared to the cases in 
which no such antibacterial therapy was 
used. In those cases in which the trauma has 
occurred 6 hours or more prior to surgical 
intervention, the wound changes from a clean 
contaminated wound to a potentially infected, 
if not an infected wound. In these instances 
a broad-spectrum antibiotic judiciously used 
probably may decrease the incidence of in- 
fection, but cultures should be taken at the 
time of the surgical procedure to determine 
any change as indicated by the analysis in 
the already infected wound. Antibacterial 
therapy should follow the rationale outlined 
for the treatment of the infected surgical case. 

The actual incidence of infection in clean 
operative wounds is not definitely established 
and probably will vary from one hospital to 
another. In 1936, Meleney! reported that the 
results of a ten year study of infection in 
clean operative cases with an incidence of in- 
fection as low as 2% in the later years of ob- 
servation. 

Recent reports of similar studies covering 
shorter periods of time and without suitable 
controls indicate that there has been a pro- 
gressive increase in the incidence of wound 
infection in clean surgical procedures. Howe 
has reported an incidence of about 4%, which 
represented a progressive increase over the 
period of 5 years covered in the study. 

The etiology of infection in these cases 
has for the most part been clearly established 
to be Staphy. aureus, hemolytic. Meleney" 
found Staphy. aureus in pure culture in 6 
to 70% of infected operative wounds, and 
existing coincidental with other bacteria m 
an additional 10 to 15%, making the total 
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percentage of infections containing staphy- 
lococci approximately 80 to 85 percent. 
Howe, in his study found the staphylococcus 
in pure culture in approximately 80 to 85%, 
and existing coincidental to other bacterial 
infections in an additional 15%, staphy- 
lococci thus being present in approximately 
90 to 95% of all infections in clean operative 
wounds. There has never been any doubt 
that the staphylococcus probably is the most 
serious and frequent cause of surgical in- 
fection. 

The significance of this increasing wound 
infection with an increasing frequency of 
Staphy. aureus in the infection is very sug- 
gestive that contamination with this organ- 
ism is probably more frequent than in previ- 
ous studies. Actually, there is no conclusive 
evidence that this contamination is occuring 
more frequently. It is possible that the con- 
taminating staphylococcus is of a more 
virulent or pathogenic strain and thus po- 
tentially more infective. Coincidental with 
this increase in wound infection with staphy- 
lococci has been the development and ap- 
pearance of other staphylococcal infections, 
such as staphylococcal pneumonia seen on the 
pediatric and newborn services and the 
geriatrics services. Phage typing and anti- 
biotic sensitivity tests indicate that we are 
dealing with strains differing from those 
formerly recovered from these infections. At 
present the resistant strains compose ap- 
proximately 70 to 75% of all recovered 
staphylococci, only 20 to 25% of them being 
sensitive to penicillin. Similar penicillin 
resistant strains of staphylococci are being 
recovered from the respiratory passages in a 
very high percentage of the hospital personnel, 
including those in the operating room. 

With this information it is reasonable to 
conclude that the opportunity for contami- 
nation with staphylococcus has definitely in- 
creased. However, this does not necessarily 
mean nor does it necessarily follow that the 
amount of the contaminating inoculation 
has varied in the least way. If the inoculation 
with these resistant forms of staphylococcus is 
hot greater than it was in previous observa- 
tions, it is reasonable to assume that the 
present strains of staphylococci are able to 
resist the normal defenses of the body and 
establish themselves as an infection. On the 
other hand it is conceivable that the in- 
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oculation may be larger and thus the in- 
fection is more imminent, particularly so 
when antibiotics are not effective against 
them. 
The question of prophylactic antibiotic 
therapy in clean surgical cases still remains 
as prior to the appearance or development of 
these antibiotic resistant strains of bacteria. 
In the early phases of antibacterial therapy 
this was studied, and the conclusion reached 
by many investigators was that there is little 
justification to protect clean surgical cases 
produced under rigid aseptic technic by anti- 
biotics or other antibacterial agents. Even 
though the prophylactic use in these wounds 
is wide-spread, there is no evidence that it has 
exerted any beneficial influence in the course 
of wound healing in these cases. Before ad- 
ministering antibiotics prophylactically in 
clean surgical cases one should stop and ask 
just which antibiotic is the one of choice. 
The logical answer would be a wide spectrum 
antibiotic to offer the greatest likelihood of 
including the possible species and strains of 
bacteria contaminating such wounds. How- 
ever, since it has been shown that even these 
wide spectrum antibiotics are strain-specific, 
it leaves no assurance that the strains of 
bacteria contaminating the wounds will be 
sensitive to the antibiotic selected. Prophy- 
lactic antibiotic therapy in these cases is 
definitely to be condemned for several 
reasons. (1) It is impossible to select an 
effective antibiotic other than by pure chance. 
(2) It tends to permit a laxity in adherring to 
rigid aseptic technic hoping to secure the 
protection for the wound by ineffectual 
antibacterial therapy. (3) It is now generally 
concluded that repeated exposures of strains 
of bacteria and species of bacteria to anti- 
biotics encourages and probably fosters the 
development of resistant strains in a higher 
percentage than would be present if this had 
not been practiced. (4) Antibacterial therapy 
is, as the term implies, an adjunct to surgery 
or medicine in the treatment of infection and 
not necessarily a prophylaxis against in- 
fection. 


The prevention of infection in any surgical 
case must depend upon adherence to the 
rigid aseptic technic as outlined by many 
investigators and practiced in most hospitals 
today. Any deviation from this technic due 
to the development of ineffectual aids, or 
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discovery of newer antibacterial agents is to be 
condemned. Rigid aseptic technic will not 
prevent contamination alone, but will de- 
crease the size of the inoculum or will mini- 
mize a contaminating risk. Inasmuch as all 
wounds are contaminated, regardless of the 
rigidity of the aseptic technic followed, it 
must be accepted that other factors contribute 
to the low incidence of infection in these 
cases. One of the major factors concerned 
in contributing to the low incidence of in- 
fection is the development of technics which 
will permit primary wound healing without 
complication favoring infection. All surgeons 
must be taught technic compatible with clean 
wound healing and with the prevention of 
contamination of these wounds if control of 
wound infection is to be expected; prophy- 
lactic antibacterial therapy has failed in this 
regard. 

In conclusion, there is little doubt that the 
advent of antibacterial therapy has proven 
one of the biggest advances in the treatment 
of infection since the time of Lister. Suc- 
cessful antibacterial therapy will depend upon 
successful analysis of the discharges of in- 
fection determining the bacteria responsible 
for the infection and then determining the 
sensitivity of these bacteria to the antibiotics. 
The antibiotic which is most effective against 
any specific strain of bacteria is the one of 
choice. Prophylactic antibacterial therapy in 
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clean operative cases is to be condemned and 
should be completely discouraged. Prophy- 
lactic antibacterial therapy in the clean con. 
taminated wound has been discussed and 
under certain conditions might be considered 
acceptable therapy in these cases. The pre. 
vention of wound infection in clean surgical 
cases as well as in the clean contaminated 
cases must be dependent upon rigid ad- 
herence to aseptic technic with the practice 
of the principles of surgery compatible with 
those laid down for clean wound healing. 
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X-ray Treatment of Hemangiomas: 
A Review of 500 Cases and 15 Years Experience* 


WESLEY W. WILSON, M.D., Tampa, Fla. 


Because there is much disagreement with respect to the treatment of hemangiomas, the author's 
experiences with a large series of patients treated by the x-ray is of particular value. 


LACK OF UNANIMITY exists among authorities 
regarding the nature and treatment of angi- 
omas. Each specialty group having to deal 
with these lesions tends to have its own opin- 
ion, with consequent disagreement concern- 
ing classification, treatment and results. I be- 
lieve most of these vascular growths require 
treatment and that the therapy indicated 
varies with the type of lesion, its individual 
features and the location of the lesion as well 
as the age of the patient.1 Among the most 
commonly used methods of treatment are the 
following: (1) carbon dioxide snow, (2) surgi- 
cal excision, (3) roentgen therapy, (4) radium 
therapy, (5) thorium-X therapy, (6) injection 
of sclerosing solutions, (7) ultraviolet radia- 
tion therapy, (8) electrocoagulation, (9) tat- 
tooing, and (10) cosmetic disguise.? 


Treatment 


The matter of the spontaneous regression 
of angiomas has been raised on many occa- 
sions. Lister,2 and Ronchese* believe that ob- 
servations have definitely established their 
contention that the majority of angiomas will 
regress considerably or disappear completely 
if left untreated. If spontaneous regression of 
these lesions occurred invariably, the course 
to be taken would be obvious. Unfortunately, 
however, this is not always the case, and there 
are many reports that spontaneous regression 
has not occurred in some children past the 
age of 10 years. 


When one sees such lesions in individuals 
between the ages of 10 and 20 years he 
naturally wishes to treat all these lesions at 
an early age. Mullins’ recently stated he had 


*Read before the Section on and Syphilology, 


Southern Medical Association, F First Annual Meeti 
Miami Beach, Fla., 1957. 


seen 6 patients, aged 10 to 40 years, who had 
hemangiomas which would have been amen- 
able to early treatment. It is characteristic of 
many such lesions to begin to increase in size 
from the time of birth, or immediately there- 
after. This growth may persist to the end of 
the first year, although most often it ceases 
by the end of the sixth month. Early in their 
course it is impossible to predict the degree 
of growth or the consequent destruction of 
normal tissue that will result. Large lesions, 
especially when situated near the eye, the 
nose and ears, may become complicated, as 
by trauma followed by severe secondary in- 
fection to result in marked disfigurement. Ac- 
cordingly, it appears to be highly illogical to 
adopt a “wait and see” attitude, as has been 
proposed by some. Moreover, noninterven- 
tionists are at times impelled to begin therapy 
by the parents of an afflicted child because 
of fears induced by progression of such a 
lesion. 

The chief danger in managing hemangi- 
omas arises not from any attribute of the 
disease but rather from overzealous therapy. 
Surgical excisions and plastic rearrangements 
often will leave cosmetic blemishes which 
would not have followed conservative man- 
agement. Overly enthusiastic radiation treat- 
ment of any kind, while effecting rapid and 
complete regression, will produce overt or 
latent radiation damage of tissues. Years later 
skin changes and limitation of bone growth 
may become apparent. The objective of treat- 
ment must not be the disappearance of the 
lesion followed by apparently normal tissue 
at the site several years after treatment, but 
must be the presence of undamaged normal 
tissue decades later. The use of sclerosing 
agents at times results in an untoward slough 
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of tissue and subsequent scarring. Overtreat- 
ment with carbon dioxide snow will scar the 
skin, and at the same time a subcutaneous 
component may continue to grow.® 

Juhl and Pohle? conclude there are cer- 
tain large lesions which lend themselves to 
roentgen therapy because of their size and 
location. It is possible to get more even dis- 
tribution of roentgen rays than of beta and 
gamma rays of radium when the latter is ap- 
plied in the form of small plaques. The use 
of x-ray therapy eliminates the irregularity 
and blotchiness which may follow the uneven 
irradiation by radium when it is used on 
large irregular areas which require several 
applications to treat the entire vascular tumor. 
It also eliminates the possibility of overlap- 
ping in some cases. From experimental and 
clinical evidence one may deduce that the 
biologic effects of x-ray and radium are iden- 
tical for equal amounts of radiant energy ab- 
sorbed. Consequently it is not surprising that 
good results may be obtained by the proper 
use of roentgen rays. 

Andrews® has pointed out that the ery- 
thema dose which is obsolete in the treatment 
of cancer is important in the treatment of 
hemangiomas and some other cutaneous dis- 
eases. To obtain a good cosmetic result the 
aim should be to avoid local cutaneous re- 
action. The aim is to cause the disappearance 
of the angioma while causing the least pos- 
sible injury to the skin. 


Results of Treatment 


Clinically the hemangiomas encountered in 
infants below the age of one year may be 
divided into 4 main types: (1) capillary 
hemangioma, nevus inflammeus, or port-wine 
mark; (2) hypertrophic hemangioma, nevus 
vascularis, or strawberry mark; (3) cavernous 
hemangioma; and (4) mixed combination of 
the cavernous and hypertrophic types. 

Port-wine marks are best treated by 
thorium-X® or tattooing.° None of the pa- 
tients reported in this series had the port- 
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200 PATIENTS TREATED BETWEEN 1941 AND 1952 
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TABLE 2 
800 PATIENTS TREATED BETWEEN 1952 AND 1957 


Age at Which 


Number of Patients Percentage Treatment Was Begun 
66 22 Before 5 wks. 
186 62 Before 7 mos. 
48 16 Before 183 mos. 


wine type of angioma and from previous re. 
ports this type of lesion would not respond 
satisfactorily to the recommended x-ray dosage 
for hemangiomas. 

The results in 500 patients treated between 
1941 and 1957 are reported herein. The first 
200 patients were treated between 1941 and 
1952; the remaining patients were treated be. 
tween 1952 and 1957. The age at which treat- 
ment was started and the number of patients 
treated at various ages is shown in tables |, 
2 and 3. 

The unfiltered roentgen rays used were 
given at 50, 62 and 85 kv., depending on the 
thickness of the angioma. All treatment with 
the exception of that of 6 patients was given 
at a target distance of 15 cm. (in the 6 pa- 
tients with deep angiomas the target distance 
was 24 cm.). The therapy units used for this 
treatment were of the superficial type having 
an inherent filtration equivalent to 0.5 mm. 
of aluminum. 


The dose per treatment, total average 
dosage, treatment interval and the age groups 
are shown in tables 4 and 5. 

Involution of the hemangioma began first 
in the center of the lesion, and the younger 
the patient the less therapy was required to 
produce this change. When involution was 
observed after the first or second treatment 
only 3 treatments were given. However, in 
older infants (over 6 months of age) 5 treat- 
ments were usually required for the infants 
included in table 4 and 4 for those in table 
5, and involution took place much more 
slowly. 

In all cases I informed the parents of the 
natural course of the disease and that my 


Age at Which 


Number of Patients Percentage Treatment Was Begun 
48 24 Before 5 wks. 
118 58 Before 7 mos. 
36 18 Before 13 mos. 


TABLE 3 
500 PATIENTS TREATED BETWEEN 1941 AND 1957 
Age at Which 
Number of Patients Percentage Treatment Was 
114 22.8 Before 5 wks. 
302 60.4 Before 7 mos. 
84 16.8 


Before 13 mos. 
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TABLE 4 
DOSAGE 
200 PATIENTS TREATED BETWEEN 1941 AND 1952 
Per Treatment Age 
Treatment Total Interval Group 
175 r. 525-700 r. 1 wk. Before 5 wks. 
200 r. 800-1,000 r. 3 wks. After 5 wks. 


All treatment unfiltered. 


objective is eventual total regression without 
late undesirable sequelae. Color transparen- 
cies are made and accurate descriptions and 
dimensions are recorded in all instances. I 
also tell them of the differences in opinion 
regarding the treatment of these lesions, for- 
tifying myself against critical comments by 
relatives and friends. Color transparencies 
have a special value. Parents find it difficult 
to appreciate the gradual and subtle retro- 
gression, and after one or two years they 
frequently are amazed at the change which 
has occurred and which is evident on com- 
parison with color transparencies showing the 
initial appearance. 

In all cases, once involution has begun, 
periodic observation becomes important only 
for reassurance of the parents, if they require 
it, and for academic interest in accumulating 
data. Periodic observation is, however, im- 
perative until obvious regression has begun, 
to make completely certain that the initial 
identification of the lesion as one which will 
regress was correct. In all the cases illustrated 
by the photographs shown, most improve- 
ment (essentially 90%) was noted after all 
roentgen therapy had been completed. 

In the first 200 patients treated, involution 
was complete, in those infants treated before 
the age of 5 weeks, at the end of 2 years. In 
those treated after this time complete healing 
was not noted before 214 to 31% years of age. 
From the experience gained in the treatment 
of this group of patients, it was my belief 
that the earlier some involution was obtained 
the less the total x-ray dosage would be re- 
quired. With this thought in mind I have 


TABLE 5 


DOSAGE 
300 PATIENTS TREATED BETWEEN 1952 AND 1957 


Treatment Age 


Treatment Total Interval Group 
200 r. 400-600 r. 2 wks. Before 5 wks. 
240 r, 720-960 r. 3 wks. After 5 wks. 


All treatment unfiltered. 
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made a slight increase in the individual treat- 
ment dose given to the last 300 patients re- 
corded in this series. While 240 r. was the 
highest individual dose given to these in- 
fants, a distinct erythema could be noticed 
in about one-third of the patients in the 
exposed area about 10 days after therapy was 
given. Even in the infants over 5 weeks of 
age definite involution could be noted in the 
average case following the second treatment. 
Ninety-six patients have been followed for a 
period of 3 years, and the average involution 
time in this group is 2 years. This would 
seem to indicate that the healing time has 
been reduced in addition to reducing the 
total average dosage per lesion as a result of 
giving a slightly higher individual treatment 
dose. The course of 20 of these patients has 
been followed for 5 years and there is no 
evidence of tissue damage, loss of hair in the 
area, or loss of function of the sweat glands 
in the treated area. _ 

Only 4 patients, less than 1%, developed 
secondary infection after treatment was be- 
gun. In these cases the infection was mild 
and readily controlled by antibiotics and the 
roentgen therapy. However, 76 patients (15%) 
did not begin treatment until moderately ad- 
vanced secondary infection had already ap- 
peared; in these patients a poorer cosmetic 
result was obtained because of extensive tissue 
destruction by ulceration. Such ulcerated 
hemangiomas may not be treated so satisfac- 
torily with carbon dioxide snow, sclerosing 
solutions, or a small plaque of radium as 
they are with roentgen therapy, which in- 
cludes the entire lesion at each treatment 
and aids in reducing the infection as well as 
removing the lesion. 


Summary 


A review of 500 infants treated for hemangi- 
omas with low voltage roentgen therapy is 
presented. 

Many of these patients have been followed 
for a 15 year period and no evidence of tissue 
damage, bone destruction, or destruction of 
other features has resulted from this treat- 
ment. 

One should not adopt a “wait and see” at- 
titude because such a policy may result in 
trauma followed by infection, ulceration, pro- 
nounced scarring, and disfigurement. 

The well-trained dermatologist is equipped 
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and qualified to treat the average hemangi- 
oma, except those requiring extensive surgery, 
by the method of his choice for the particular 
lesion. 


The patients presented herein were treated 
with equipment which is found in the aver- 
age dermatologist’s office. 


In treatment of all the angiomas one should 
consistently bear in mind that it is impera- 
tive to remove the lesion with the least cos- 
metic defect. In no instance should one be 
hasty in carrying out therapy which may 
damage underlying tissues. It is wiser that 
the lesion be removed slowly rendering a 
superior cosmetic result. 


Low voltage x-ray therapy given in con- 
servative dosage is an effective means of treat- 
ing many of the hemangiomas, and the re- 
sults shown by using this method indicates 
that this procedure gives excellent therapeu- 
tic and cosmetic results. 
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Discussion (Abstract) 


Dr. David G. Welton, Charlotte, N. C. Dr. Wilson 
has presented us today with an outstanding contribu- 
tion to the clinical evidence which bears on this 
important problem. The management of hemangiomas 
in infants and children is a subject about which little 
agreement exists and this situation may prevail for 
some time. Reports such as Dr. Wilson’s, however, 
provide considerable help to all who deal with this 
problem frequently. 

Our inability to predict accurately the capacity for 
spontaneous involution, or the lack of it, in each 
individual lesion is the chief reason for the basic 
disagreement about the management of hemangiomas. 
It is this inability, recognized by all, which justifies 
therapy in many cases; but at the same time there is 
general agreement that this therapy should be tem- 
pered with frequent check-up visits because overtreat- 
ment is perhaps the biggest hazard of all. Dr. Wilson 
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has emphasized this very point in his paper. “Normal 
involution” may be stimulated by judicious therapy, 
conservatively administered. Certainly none can logical. 
ly disagree with the objective he stated, “ . . . not 
just the disappearance of the lesion, leaving appar. 
ently normal tissue at the site several years after treat. 
ment, but the presence of undamaged normal tissue 
decades later.” 

Actually an Englishman should have been asked to 
open the discussion on this subject. I am thinking 
of one William Shakespeare; I imagine he would begin 
something like this: 

“To treat, or not to treat, that is the question: 

Whether ’tis nobler in the mind to suffer 

The slings and arrows of watchful waiting, 
Or to take arms against a mass of blood vessels 
And by opposing end them.” 

The problem of spontaneous regression is almost a 
passion with some of our colleagues both in derma. 
tology and pediatrics. Dr. Wilson’s experience empha- 
sizes the fact that all hemangiomas do not disappear 
spontaneously. We are reminded that some may pene. 
trate deeply, invading and destroying normal under. 
lying structures and leading to severe disfigurement, 
We know also that certain cavernous hemangiomas, 
particularly those involving the nose or ear for ex. 
ample, accelerate the growth of that structure and 
may produce gross deformity. This fact provides an 
additional indication for therapy of some kind—to 
arrest abnormal growth. 

Dr. Wilson has presented a most imposing series 
of cases in which he has achieved excellent clinical 
results with virtually no ill effects. This is a remark 
able accomplishment and brings to mind Dr. George 
Andrews’ statement that in 30 years he did not ob- 
serve a single case of arrested bony development te 
sulting from irradiation of hemangiomas. 


I shall not go into detail with respect to the 
technical considerations, but I believe that the use 
of 1 mm. aluminum filtration would prevent the 
erythema dose which Dr. Wilson encounters. In our 
experience a dose of 150 to 200 r. filtered through 
1 mm. Al. has been quite satisfactory. Another reason 
for using some filtration is that in many cases the 
superficial hemangioma has an underlying cavernous 
component which would be more successfully checked. 
I have on several occasions seen this underlying com 
ponent enlarge very rapidly, in a matter of a few 
weeks, which frightens both the parents and the 
physician. 

I am unable to detect much difference between the 
use of 50 and 62 kv. and would like Dr. Wilson to 
amplify that point. 

My own preference is to give treatments farthet 
apart, waiting for a period of longer than 4 weeks 
for evaluation of involution. I would hesitate to us 
250 r. once a week for three or four weeks under age 
several months; but Dr. Wilson’s experience indicates 
that that dosage is safe and produces a better final 
result, 


Finally, realizing that Dr. Wilson speaks from a 
experience with an unusually large series of as 
in private practice, we should congratulate him upon 
his clinical accomplishments and upon this outstant 


ing report. 
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Cancer Cells in the Circulating Blood’ 


RICHARD A. MALMGREN, M.D., and JOHN F. POTTER, M.D.,t 


Bethesda, Md. 


Studies of this type may eventually cast light upon aspects 


of the pathologic physiology of malignant growths. 


Introduction 

THE SPREAD OF CANCER from the primary site 
to distant foci is well recognized and presents 
one of the most serious problems in the man- 
agement of clinical cancer. An abundance of 
both autopsy and surgical evidence attests to 
the dissemination of cancer cells by way of 
the vascular and lymphatic systems. Nearly 
one hundred years ago Ashworth! reported, 
“cells similar to those in the tumor were seen 
in the blood after death.” Nevertheless, the 
physiopathology of metastasis is not complete- 
ly understood and only in the last 3 to 4 
years has an intensive and systematic study 
of circulating cancer cells in patients been 
made.” 


Cancer cells gaining access to the vascular 
system are either destroyed or become estab- 
lished in a new location. Possibly host factors 
are entirely responsible for the fate of the 
circulating cells. On the other hand, either 
the quality or quantity of the cancer cells 
themselves may be most important. Conse- 
quently, the present study was undertaken to 
evaluate cancer cells in the blood in relation 
to certain aspects of the clinical status of 
the patients. The following is a preliminary 
report on the data obtained from a cytologic 
examination of a number of blood specimens 
from cancer patients. 


Materials and Methods 
Clinical Material. Twenty milliliters of 
of blood were collected from the antecubital 
vein of patients with a variety of types of 
cancer. In addition, 10 ml. of blood were 
drawn from the local vein draining the tumor 


in those cases where an operation was per- 
formed. 


PRB before the Section on Pathology, Southern Medical 
sociation, Fifty-Second Annual Mceting, New Orleans, La., 
November 3-6, 1958. 


the Pathologic Anatomy and the Surgery Branches 
the National Cancer Institute, National Institutes of 
ealth, Public Health Service, U. $. Department of Health, 
Education, and Welfare, Bethesda, Md. 


Laboratory Method. The blood specimens 
were prepared for cytologic examination by 
the Streptolysin 0 technic.* Briefly, this pro- 
cedure consisted of separation of the plasma 
from the heparinized blood by centrifugation. 
The packed cellular elements were then 
washed twice by centrifugation in 0.85% 
saline. The erythrocytes and leukocytes were 
lysed by incubation with Streptolysin 0, an 
enzyme of the streptococcus. The resultant 
preparation was filtered through a millipore 
filter with a pore size of 5 microns.? Six filters 
were used for 20 ml. of blood. 


As an alternative 0.85% saline may be 
added to the hemolyzed specimen before fil- 
tration. Another variation is centrifugation 
of the hemolyzed specimen in the presence 
of 0.7% polyvinylpyrrolidone or 0.25% gly- 
cerin following which the pellet is resuspend- 
ed in 0.85% saline and filtered. Either of the 
alternatives gives satisfactory results. They do 
not, however, have any marked advantage and 
their inclusion is time consuming. The filters 
were then fixed in modified Carnoy’s fixative® 
stained by the Papanicolaou technic and 
mounted in Permount. The slides were exam- 
ined under the microscope at 150X magnifica- 
tion. The usual cytologic criteria of malig- 
nancy were used in identifying the neoplastic 
cells;—namely, nuclear enlargement, hyper- 
chromatism, prominent nucleoli and staining 
reaction. 


Results and Discussion 


Previous studies have shown that no loss 
of cancer cells occurs when specimens are 
prepared by the Streptolysin 0 technic.® Fur- 
ther, the removal of a large part of the cellu- 
lar material in whole blood by this method 
leaves the cancer cells morphologically intact 
on an easily screenable field. The relatively 
large amount of blood that can be handled 
by this method is also an advantage. 
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TABLE 1 
FINDINGS IN PERIPHERAL BLOOD OF PATIENTS WITH CANCER 


- . 4 Per Cent No. of Per Cent of 

No. of No. of Cases of Cases No. of Specimens Specimens 
Type of Cancer Cases Positive Positive Specimens Positive Positive 
Carcinoid 1 l 
Testis 1 
Osteogenic 
Endometrial 
Breast 
Nasopharynx 
Oral cavity 
Cervix 
Connective tissue 
Adrenal 
Melanoma 
Colon 
Choriocarcinoma 
Site unknown 
Kidney 
Thyroid 
Salivary gland 
Lung 
Stomach 
Rectum 
Ovary 
Bladder 
Rhabdomyosarcoma 
Teratoma testis 


n 
a> 


Total 
Specimens per case 


Our purpose in initiating the present study ficient to justify any firm conclusions but a 


was to survey a number of patients with trend can perhaps be noted. Dealing only 
various types of cancer to establish a back- with the cancer types in which there are 
ground of information for comparing and, enough cases to warrant analysis, i.e., 13 cases 
if possible, correlating the blood findings — of breast carcinoma, 17 cases of melanoma, 
with the clinical status. 16 cases of choriocarcinoma, and 12 cases of 

Table 1 summarizes the work to date. One —_ connective tissue sarcoma, the per cent having 
hundred and eighty-three specimens of pe- | demonstrable circulating cells in the blood 
ripheral blood from 121 patients have been ranges from 20 to 39% positive, as compared 
examined. Obviously, this number is not suf- with an average of 28°% positive for the whole 


FIG. 1 


NUMBER OF CASES 


B 


(A) Cells found in the peripheral blood of a case of renal cell carcinoma. (1360 x Papanicolaou stain) (B) Cells found 
in the peripheral blood of a case of choriocarcinoma. (1240 x Papanicolaou stain) (C) Cells found in the local blood of 
a case of melanoma. (1240 x Papanicolaou stain) 
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CANCER CELLS IN THE CIRCULATING BLOOD—Malmgren and Potter 


TABLE 2 
RESULTS OF SUBSEQUENT EXAMINATION OF PERIPHERAL BLOOD FROM THE SAME PATIENTS 
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Positive Suspicious Negative 
Ist Screening 
119 patients 29 10 80 
(24%) (8%) (68%) 
2nd Screening 14 6 19 
(50%) (60%) (22%) 
Pos. Susp. Neg. Pos. Susp. Neg. Pos. Susp. Neg. 
5 1 8 1 0 5 3 1 15 
(36%) (7%) (51%) (17%) (0%) (83%) (16%) (5%) (79%) 


series. It will be interesting to observe whether 
or not this ratio will be maintained when 
additional cases of other tumor types are 
studied. 

Perhaps of greater significance are the 
relatively few positive cytologic findings 


TABLE 3 
RESULTS OF LOCAL VENOUS BLOODS STUDIED 


No. of Specimens No. Positive No. Suspicious No. Negative 
38 21 7 10 
(55%) (18%) (27%) 


FIG. 2 


among patients with cancer of the kidney, 
thyroid, lung, and sites unknown, since the 
histologic evidence of vascular invasion is 
known to be high in these groups, suggesting 
that at some point the cancer cells were blood 


borne. 


Figure 1 shows typical instances of chorio- 
carcinoma, renal cell carcinoma and melano- 
ma, illustrating the material on which the 
cytologic evaluations were based. 

In another analysis, the first screening of 
119 cancer patients showed 29 cases (24%) 
positive, 10 cases (8%) suspicious, and 80 


ANALYSIS OF THE NUMBER OF CANCER CELLS FOUND IN THE 
PERIPHERAL AND LOCAL BLOOD OF PATIENTS WITH CANCER 


EEAPERIPHERAL BLOOD AVERAGE 5 SINGLE CELLS AND 
1.2 GROUPS OF CELLS/POSITIVE CASE. 


CALOCAL BLOOD AVERAGE 7.5 SINGLE CELLS AND 
4 GROUPS OF CELLS/POSITIVE CASE. 


NUMBER OF CASES 


6-10 1-15 
GROUPS OF CELLS 


16-20+ 1-5 


6 -10 11-15 
SINGLE CELLS 


NUMBER OF CELLS 


16-20+ 
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cases (68%) negative, (Table 2). When 14 
of these 29 positive cases were screened a 
second time, 5 (or 36%) were found to have 
cells in the periphersi blood. One (17%) of 
the 6 suspicious cases rescreened was positive 
and circulating cancer cells were detected in 
3 (16%) of the 19 negative cases rescreened. 
A third screening just begun tends to sub- 
stantiate these ratios. Although the chances 
of finding circulating tumor cells is higher 
if the first specimen is positive than if it is 
suspicious or negative, their presence in sub- 
sequent examinations is not a certainty. 

Others have observed that the percentage 
of blood specimens containing tumor cells is 
higher in samples taken from the vein drain- 
ing the tumor than it is in peripheral blood.?-+ 
The present study corroborates this. As shown 
in table 3, 55% of the local blood specimens 
were positive, as compared with 24% positive 
in peripheral blood. 

An analysis of the numbers of cancer cells 
found in the peripheral and local blood of 
patients with cancer is illustrated in figure 2. 
The average number of single cells found in 
the positive peripheral blood was 5 and in 
the local 7.5. An average of 1.2 groups of 
cells were found in the positive peripheral 
blood specimens as compared with 4 groups 
of cells per positive local blood. The local 
blood samples are, therefore, not only more 
often positive but have more single and 
groups of cancer cells than do the peripheral 
blood specimens. 


The relationship of the circulating cancer 
cells to the ultimate course of the disease in 
a particular patient cannot be evaluated at 
this time. However, it is interesting to note 
that in several cases metastases were present 
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in patients with negative blood specimens. In 
other patients large numbers of cancer cells 
were found in the blood but there was no 
clinical evidence of metastasis. In some cases 
these cells were in groups and appeared cyto- 
logically quite undifferentiated. 

With additional study it is hoped that it 
may be possible to gain more basic knowledge 
of the factors involved in the process of 
metastasis. 


Summary 


A preliminary report on the data obtained 
by cytologic examination of the peripheral 
and local blood specimens from cancer pa- 
tients has been presented. Cancer cells are 
found more frequently and are more numer- 
ous in local than peripheral blood. These 
cells are more often present in the peripheral 
blood of a patient in whom cancer cells had 
previously been found than in patients in 
whom no cancer cells had been observed on 
previous examination. 
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Subpulmonary Pleural Effusions 


ELMER J. HARRIS, M.D., ROBERT P. HENDERSON, M.D., and 
JAMES M. PACKER, M.D.,t Jackson, Miss. 


The smaller amounts of pleural effusion may remain subpulmonary and the costophrenic 
sinus may remain clear. Films made with the patient in the lateral decubitus 
may demonstrate such fluid to be free in the pleural space. 


THE COMMONLY ACCEPTED EARLIEST SIGNS of 
free pleural effusion are an obliteration of the 
costophrenic sinus, some flattening of the 
dome of the diaphragm and loss of detail at 
the base of the lung on the affected side. With 
only these signs, however, pleural thickening 
or adhesions cannot be excluded.Until the 
appearance of a moderately dense shadow at 
the base of the lungs, usually high on the lat- 
eral side or extending along the periphery as 
a ribbon-like shadow, the diagnosis of pleural 
effusion is not at all certain. 

In general, before any of these signs occur, 
there must be a filling of the posterior and 
frequently also of the anterior pleural sinus 
which lies below the level of the dome of the 
diaphragm. Here the fluid first accumulates 
and tends to remain when the patient is in 
the usual upright position. It is known that as 
much as 300 cc. of normal saline have been 
injected into the pleural cavity of an adult 
with no shadow being obtained in the lateral 
costophrenic sinus on the roentgenogram in 
the routine erect position.2 When a massive 
effusion is present, the entire hemithorax is 
dense with no alteration in appearance with 
change of position. 

In a few cases, the fluid shadow is somewhat 
convex and leads to the mistaken diagnosis of 
elevation of the diaphragm or possibly of 
subphrenic abscess. There may be some den- 
sity above it suggestive of fluid, but the most 
striking finding is the convex shadow over 
the diaphragm. This type of fluid distribu- 
tion within a chest is known as subpulmon- 
ary pleural effusion or supradiaphragmatic 
pleural effusion. Perhaps the most useful pro- 
cedure in diagnosing a subpulmonary pleural 
effusion is the use of roentgenograms in a 


_ 


tFrom the Departm F 
Hospital, of Radiology, Mississippi Baptist 


decubitus position, this technic apparently 
first having been described by Rigler, in 1931. 
All pleural transudates and most pleural exu- 
dates appear to shift markedly when the posi- 
tion of the patient is changed.* Pleural exu- 
dates of purulent type and nonpurulent exu- 
dates which have been present sufficiently 
long to develop adhesions may not change in 
position even when the patient is inverted. 
The last 100 cases of pleural effusion seen 
at the Mississippi Baptist Hospital have been 
reviewed, and it was found that 8 out of the 
100 or 8% of the cases presented as a pure 
subpulmonary collection, that is, the upper 
surface of the fluid was convex with a clear 
sinus. Eight additional cases were predomi- 
nantly of this form, although there was very 
slight blunting of the costophrenic sinus, 
making one suspicious of a small accumula- 
tion of fluid. Films in the decubitus position 
in this group served the double purpose of 
verifying the presence of fluid in the ques- 
tionable case, and, in addition, usually indi- 
cating the presence of a much larger volume 
of fluid than was anticipated from viewing 
chest films made in the routine erect position. 
Thus 16% of the last 100 cases seen were pre- 
dominantly of the subpulmonary type. 


The following are presented as examples: 


Case 1. Mrs. D. M. C., a 32 year old white woman, 
was admitted to Mississippi Baptist Hospital on Oct. 
9, 1957, following an examination in a physician’s 
office which showed what appeared to be an elevated 
right diaphragm. Her health had been good until 
about 2 weeks prior to admission, at which time she 
had begun to have pain in the right shoulder with 
soreness in the right lower chest and pain upon deep 
inspiration. 

A film of the chest made in the erect position in the 
hospital on Oct. 9, 1957, showed a density at the right 
base which had a convex upper surface (Fig. 1). A 
film in he right lateral decubitus revealed that this 
represented fluid which moved freely throughout the 
pleural space with the right leaf of the diaphragm 
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(Case 1) This PA chest film shows a pure collection of 
pleural fluid on the right side with a clear costophrenic 
angle. The convex fluid shadow simulates an elevated right 
diaphragm leaf. 


being in its normal position (Fig. 2). Subsequent ex- 
amination and operation proved that this patient had 
undifferentiated adenocarcinoma of the stomach, the 
effusion being on a metastatic basis. 

Case 2. C. S., a 9 year old white boy, was admitted 
to the Mississippi Baptist Hospital on Sept. 5, 1958, 
with complaints of low-grade fever, diarrhea, and in- 
termittent vomiting for about 2 weeks prior to ad- 
mission. 

Physical examination showed that the abdomen was 
somewhat distended, with generalized tenderness most 


FIG. 2 


(Case 1) This right lateral decubitus film shows a surprisingly 
large collection of fluid in the right pleural space with the 
diaphragm leaf being at a normal location. 
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(Case 2) There was no reason to suspect any pleural fluid 
in this case clinically, but the very slight elevation of the 
left leaf of the diaphragm was noted. The stomach bubble 
was not outlined well enough to be of aid. 


marked in the right lower quadrant. The clinical 
diagnosis was gastroenteritis, cause undetermined. Be- 
cause of persistent symptoms, particularly fever and 
abdominal tenderness, an upper G.I. series and barium 
enema were performed, both of which showed no 
abnormalities. A postero-anterior film of the chest did 
not show any definite abnormalities although it was 
noted that the left leaf of the diaphragm was slightly 
higher than average (Fig. 3). A subsequent film made 
in lateral decubitus showed there was a small but 


(Case 2) A left lateral decubitus film showed a_ small col- 
lection of fluid free in the pleural space. There is a nor 
position to the left diaphragm leaf. 
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FIG. 5 


(Case 3) This represents the second film of the chest. 
Pleural effusions were not suspected at this time. In retro- 
spect, the cardiac enlargement with congestive changes and 
also the slight increase in width between the stomach 
bubble and the diaphragm leaf on the left would indicate 
that minimal fluid was probably present at this time. 


definite collection of fluid in the left pleural cavity 
(Fig. 4). 
This effusion was apparently on an inflammatory 


basis associated with the generalized process described. 


A definite etiology was not established but the clinical 
findings indicated that mesenteric adenitis with asso- 


FIG. 6 


(Case 3) After an interval of 9 days, the diaphragm leaves 
appear to have shown a moderate elevation and the stomach 


bubble is seen to be quite low in relation to the left 
diaphragm leaf. 


SUBPULMONARY PLEURAL EFFUSIONS—Harris et al. 1365 


FIG. 7 


(Case 3) A left lateral decubitus film shows a slight collec- 
tion of fluid gravitating into the dependent left lateral 
portion of the pleural space. 


ciated pleural effusion due to Pasteurella pseudo- 
tuberculosis was a likely possibility.5 

Case 3. Mrs. M. L. B., age 58, was admitted to the 
Mississippi Baptist Hospital on Aug. 22, 1958, follow- 
ing outpatient treatments for congestive failure with 
dyspnea and chest pain intermittently for several 
months. It was known that she had an acute myo- 
cardial infarction in April, 1958, and that aortic 
stenosis was present. 


Films of the chest were made on admission, Aug. 25, 


1958, repeated 5 days later (Fig. 5), and again 9 
days later (Fig. 6), showing some cardiac enlargement 


FIG. 8 


(Case 3) A right lateral decubitus film shows a moderate 
collection of fluid in this right pleural space with the 
diaphragm leaf being at a normal level. 
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with possibly minimal congestion. However, because 
the diaphragm bilaterally appeared to be somewhat 
high, a film was made in the left lateral decubitus, 
demonstrating fluid in the left chest (Fig. 7). When 
the decubitus film was made in the opposite position, 
an even larger amount of fluid was demonstrated in 
the right pleural cavity (Fig. 8). 


Discussion 

Most observers agree that the appearance 
of the usual pleural effusion, presenting with 
the lateral portion of its curve higher than 
the medial, is due to a combination of gravity, 
hydrostatic pressure, the retractile power of 
the lungs, and the capillarity of the pleura. 
Many authors have theorized as to the patho- 
genesis of infrapulmonary effusions, but there 
is no proof that any of the usual factors which 
cause the average pleural effusion to assume a 
typical configuration are appreciably altered 
in cases of this type. It has been stated that 
changes in the character of the pleura pro- 
duced by inflammation or adhesions will af- 
fect the shape of the fluid somewhat. Pulmon- 
ary fibrosis, consolidation, or edema, by re- 
ducing the retractile power of the lung, allow 
gravity to exert its influence. 

It has been postulated by Friedman® and 
Hessen that all pleural effusions probably 
begin as an infrapulmonary collection. Grav- 
ity tends to pull the fluid to the most depend- 
ent portion of the chest cavity, the posterior 
and lateral sulci. Capillary attraction can then 
conceivably draw the fluid between the lung 
and the diaphragm. As more fluid accumu- 
lates in this location, it eventually spills over 
to assume the typical configuration.’ 

When a collection of fluid occurs between 
the basal surface of the lung and the superior 
surface of the diaphragm, the roentgeno- 
graphic appearance seen must be distin- 
guished from subphrenic abscess, paralysis of 
the diaphragm, atelectasis, eventration of the 
diaphragm, hernia of the diaphragm, intra- 
pleural or intrapulmonary neoplastic dis- 
ease.8 As stated by Rothstein and Landis,® 
the most important feature in diagnosis of 
infrapulmonary pleural effusion is a high 
index of suspicion. It is probably more diffi- 
cult to detect this fluid pattern in the right 
chest cavity than in the left, since the density 
of the liver is the same as that of the fluid. 
On the left, contrast supplied by the gastric 
air bubble often facilitates an early suspicion 
of subpulmonary fluid, this appearing as a 
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broadening of the density between lung above 
and stomach below. 

If only one leaf of the diaphragm appears 
to be elevated, an infrapulmonary collection 
of fluid may more readily be suspected radio- 
graphically. If both sides are equally elevated, 
as in our Case 3, the possibility of bilateral 
subpulmonary collection is usually not con- 
sidered, and an alert clinician may then be 
the first to suspect pleural effusion. When 
suspected, useful procedures in differential 
diagnosis include flouroscopy, films in the 
lateral decubitus, demonstration of the stom- 
ach bubble, pneumoperitoneum, pleural tap, 
with the use of films in the lateral decubitus 
being considered the simplest and most use- 
ful. Decubitus films and other positional films 
are extremely helpful in localizing the posi- 
tion of the diaphragm, in determining the 
amount of fluid present, and in giving a bet- 
ter view of the immediate supradiaphrag- 
matic area of the lungs to rule out intrapul- 
monary pathology in this region. 


Summary and Conclusions 


1. In the last 100 cases of pleural effusion 
at the Mississippi Baptist Hospital, 16, or 
16%, showed a predominantly subpulmonary 
distribution with a relatively clear costo- 
phrenic sinus. Eight of these cases, or 8%, 
were of the pure subpulmonary type with a 
sharp sinus, and fluid could only be sus- 
pected by means of decubitus films or other 
special diagnostic procedures. 

2. As demonstrated in Cases 2 and 3, the 
diagnosis may not ordinarily be suspected on 
the plain upright film and, as with many 
other conditions, to suspect is to diagnose. 

3. The smaller the effusion the more likely 
it will be of the subpulmonary type, but un- 
expectedly large collections are seen present- 
ing in this manner. 

4. Decubitus films are not only helpful in 
demonstrating subpulmonary collections, but 
aid further in localizing the position of the 
diaphragm, in estimating the amount of fluid 
present, and in obtaining a better view of the 
immediate supradiaphragmatic area of the 
lung to rule out intrapulmonary disease. 

5. Subpulmonary collections of fluid appear 
to be more frequent in occurrence than the 
number of reports in the literature would 
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Extra-Adrenal Retroperitoneal 


“Nonfunctioning” Paraganglioma: 


Report of a Case and Review of the Literature 


JOHN E. SKANDALAKIS, M.D., ROSINA VINCENZI, M.D., 


EDGAR O’CONNOR RAND, M._D., and 


DAVID HENRY POER, M.D.,+ Atlanta, Ga. 


EXTRA-ADRENAL RETROPERITONEAL PARAGANGLI- 
OMA is a rare tumor. Such a tumor may occur 
at any place along the sympathetic ganglio- 
nated chain. The most common location of 
the tumor is near the organs of Zuckerkandl, 
which are located at the origin of the inferior 
mesenteric artery on either side of the aorta. 
However, cases have been reported locating 
the tumor about and near the adrenals, kid- 
neys, below the pancreas, around the abdomi- 
nal aorta, etc. According to Pack and Tabah,! 
the incidence of these tumors, in comparison 
with the pheochromocytomas (similar tumors 
arising from the paraganglionic cells of the 
adrenal medulla), is about 1 in 12 cases. Cases 
of intrathoracic paragangliomas have been 
reported.® 

The paraganglioma can be active or inac- 
tive. When active, according to Stout,” it 
should be called pheochromocytoma. We be- 
lieve that the term “paraganglioma” should 
always apply to these extra-adrenal tumors, 
but a better term would be “extra-adrenal, 
retroperitoneal, functioning (or nonfunction- 
ing), chromaffin (or non-chromaffin) para- 
ganglioma.” When functional, they act as a 
pure pheochromocytoma, presenting symp- 
toms and signs of paroxysmal or sustained 
hypertension. 


Case Report 


A 63 year old white man, with a mass in the right 
upper quadrant of two years duration, was admitted 


+From the Departments of Surgery and Pathology, Piedmont 
Hospital, and the Department of Anatomy, Emory University, 
Atlanta, Ga. 


to the Piedmont Hospital. The mass was asympto- 
matic until 3 weeks prior to admission, when the pa- 
tient began to have a fullness in the epigastrium, asso- 
ciated with a dull ache. Ten days prior to admission, 
the mass had enlarged to the size of an orange. 

Past History. Appendectomy was done in 1941 (rup- 
tured appendix with peritonitis). Generally, the pa- 
tient has enjoyed good health, denying any disease of 
the gastrointestinal tract, heart, or lungs. 

Physical Examination. There was a large palpable 
mass located in the right upper quadrant having an 
approximate diameter of 5 cm. The mass had a hard 
consistency and was not lobulated. There was some 
tenderness on palpation, but no rebound tenderness 
or muscle spasm. Peristalsis was present. The remain- 
der of the examination was within normal limits. 

Clinical Course. The patient was admitted to the 
hospital on Oct. 1, 1956. On Oct. 2, 1956, x-ray 
studies of the chest showed emphysema. An intraven- 
ous pyelogram was reported as normal. Radiologically, 
it was felt that the mass most likely represented a cyst 
of the liver or a pseudocyst of the pancreas. It was 
felt that this did not represent either an aneurysm of 
the abdominal aorta or a renal neoplasm. CBC and 
urinalysis were within normal limits. On Oct. 4, 
1956, (four days after admission) the patient under- 
went an exploratory laparotomy. A large mass Was 
found located just under the gastrohepatic and hepati- 
coduodenal ligament. The common hepatic duct, por 
tal vein, and hepatic artery were densely adherent to 
the anterior surface of the mass. The mass was found 
to be unresectable. A biopsy was taken during the 
operation and a frozen section was reported as “malig: 
nant.” The patient expired 6 hours after the opera 
tion. At autopsy an extra-adrenal retroperitoneal pata 
ganglioma was found,—the diagnosis made under the 
microscope. 


Comment 


The most significant thing about this casé 
is that the diagnosis was not made prior to 
operation, in the operating room, or in the 
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autopsy room. This patient never had hyper- 
tension with tachycardia, palpitation, head- 
ache, or numbness, in other words, he never 
presented the clinical picture of pheochromo- 
cytoma. 

Operating Room Findings. (1) Topographic Anat- 
omy. The tumor having a diameter of 10 cm., was 
located just beneath the hepaticoduodenal ligament. 
The common duct, portal vein, hepatic artery, first 
and second portion of the duodenum as well as head 
of the pancreas were heavily fixed to the tumor. 

(2) Gross Pathology. 

Appearance: vascular 

Color: grayish-yellow 

Consistency: hard 

No local invasion or infiltration was noted. 
Impression: retroperitoneal sarcoma 

(3) Frozen Section: malignancy. 

(4) Course. The course was stormy in the operating 
room. In three instances the B.P. rose to 200/120. The 
patient went into a shock-like condition several times, 
and 3 pints of blood were given during the procedure. 
He lost approximately 500 cc. of blood during the 
procedure, bleeding from the incision. He received 2 
pints of blood. 

Cause of death 6 hours later: Postoperative irrever- 
sible shock. 

At Autopsy. The mass was completely encapsulated. 
The location was as described above, it definitely 
originated from the retroperitoneal space, and the in- 
ferior vena cava was densely adherent to the posterior 
surface of the mass. The tumor had no relation to the 
right kidney or the right adrenal. It was found impos- 
sible to separate the inferior vena cava posteriorly, the 
duodenum, head of the pancreas, portal vein, common 
duct and hepatic artery anteriorly. 


Impression. Retroperitoneal sarcoma. 


Cause of Death. Shock? (1,000 cc. of blood in the 
abdominal cavity). 


Many medulla-like cells showing great variation in nuclear 
oy one Staining intensity; abundance of fine capillaries. 


(x 


EXTRA-ADRENAL RETROPERITONEAL PARAGANGLIOMA—Skandalakis et al. 


FIG. 2 


Growth of epithelial (medulla-like) cells with numerous 
capillaries, showing great variation in nuclear size and 
staining intensity (x 150). Negligible mitotic activity (con- 
firmed by H. P. view). 


Tumor. (Final microscopic diagnosis of the mass 
was reported as follows.) The tumor described in the 
retroperitoneal space shows considerable degeneration. 
Many areas are so acellular and necrotic that no living 
cells are present. In the better preserved areas the 
tumor assumes a pattern of small nests and groups of 
cells surrounded and separated from each other by a 
capillary stroma. The capillary stroma is unusually 
prominent. The cells have indistinct cytoplasm. ‘The 
cytoplasm is pink and granular in appearance, and 
abundant. Their nuclei are generally hypochromatic 
and very slight in size. A few giant nuclei are seen. 
The nuclei are generally ovoid to circular in shape. 
Mitoses are rare. A few nerve cells are present near 
and within the capsule of this tumor. Other sections 
showed medulla-like cells (Figs. 1 and 2). 


Diagnosis. Extra-adrenal retroperitoneal paragangli- 
oma. 


Discussion 


In retrospect, several points must be empha- 
sized: 

(1) The lack of a diagnosis due to lack of 
symptoms. 

(2) The lack of proper attention to the 
fluctuating blood pressure as well as the 
shock-like episodes during the operation. 

(3) Excessive manipulation. Because of the 
unknown nature of the lesion, “the tumor 
was not handled with the gentle respect one 
would ordinarily give such a lesion,” using 
the same words that Pack and Tabah! used in 
a similar case. Certainly, the patient’s behav- 
ior during the operation was suggestive of a 
vasopressor substance being expressed from 
the tumor. 
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(4) Unusual location. It is known that the 
abdominal sympathetic ganglionated chain 
consists of ganglia lying in the retroperitoneal 
space anterior to the lumbar vertebrae and 
under the vena cava on the right side, and 
under the aorta on the left. 

According to Kohn,?-+ chromaffin cells (cells 
which show chromaffin granules when brought 
into contact with potassium bichromate), can 
be found along the entire length of the auto- 
nomic nervous system. Such cells can be found 
also in the ganglia of the same system. How- 
ever, it is accepted today that small islands of 
chromaffin and nonchromaffin tissue (both 
histologically similar) may be found in the 
retroperitoneal space and other spaces or or- 
gans of the human body (carotid body, vagus 
and glossopharyngeal nerves, etc.).5 There is 
confusion in the literature concerning these 
chromaffin and nonchromaffin tumors. The 
name “paraganglioma” is freely applied to 
both tumors and here is the misconception 
and the mistake. 


Table 1 indicates the differences between 


TABLE 1 


Chromaffin 
Positive 


Nonchromaffin 
Chromaffin Negative 


reaction 


Innervation Efferent preganglionic 

sympathetic fibers 

(motor) 

Adrenalin 

Sympathin (?) 

Related to certain tissues From para- 

of the sympathetic sympathetic 

nervous system neuroblasts (?) 

Clinical Active Inactive Active Inactive. 
Paroxysmal Pressure signs Questionable Pressure signs 
or sustained only, if any only, if any 
hypertension 


Sensory or afferent 


Secretion Acetylcholine (?) 


Origin 
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these two types of tumors which are both 
termed paraganglioma. 


Summary 


The nature of the rare retroperitoneal 
extra-adrenal paraganglioma has been dis. 
cussed. This case report is presented to em- 
phasize the care which one should take in 
handling a retroperitoneal tumor even though 
no clinical evidence of hormonal activity is 
present prior to operation. Although diagnos. 
tic evidence in the case presented is lacking to 
determine accurately the evidence of a func. 
tional tumor, the patient’s course during the 
operation and afterwards suggests that the 
tumor was active. 


Brief differentiation is also made between 
chromaffin and nonchromaffin “‘paragangli- 
omas,” and a plea is made to precede the 
word “paraganglioma” with the terms “Re. 
troperitoneal Extra-adrenal, functioning (or 
nonfunctioning), chromaffin (or nonchro- 
maffin).” 
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ABSENCE OF THE NORMAL PROMINENCE OF THE 
CHIN is unconsciously associated with weak 
character and from the viewpoint of classical 
lines is unattractive. Receding chins are often 
accentuated by protruding upper teeth and a 
lax lower lip. The immediate effect of a 
chin implant is quite dramatic, particularly 
from profile and three-quarter views. The 
protrusion of the upper teeth is partially 
camouflaged and the implant beneath the 
chin skin takes up the slack of the lower lip. 
When a receding chin is riding under the 
shadow of a large nose there is a relative 
exaggeration of both features. The solution 
lies not in bolstering the chin until it juts 
equal to the prominent nose or in trimming 
the nose to insignificance to balance the 
diminutive chin. Rather it lies in a com- 
promise,—to build up the chin to fit the rest 
of the face, then to reduce the nose to match 
the new chin (Fig. 1, A and B). 


Choice of Implant 


In severe malocclusion or marked micro- 
genia, bilateral osteotomy may be the pro- 
cedure of choice, but in lesser degrees of the 
deformity an implant is sufficient. A patient, 
unwilling to go through an extensive oste- 
otomy, may be greatly benefitted by a mere 
chin implant. Therefore, it is essential to 
keep the procedure uncomplicated. Thus, the 
ideal autogenous implants of iliac bone or 
rib cartilage have not been used. 


Homologous costal cartilage from a cadaver 
and preserved in 1:1000 aqueous Merthiolate 
provides, without additional surgical manipu- 
lation, unlimited material which is easily 
carved in one piece to the desired shape.1 The 
ends of the cartilage are bevelled carefully 
so the implant will fit unnoticed as an onlay. 
Whereas smaller homologous cartilage grafts 
may be absorbed, a cartilage implant to the 
chin is large enough to be walled off by a 


+From the Department of Surgery, University of Miami 
School of Medicine, Miami, Fla. 


Buccal Incision for Chin Implants 
D. RALPH MILLARD, JR., M.D.,t Miami, Fla. 


The author emphasized the advantages of using costal cartilage from a cadaver 
for this technic for reconstructive surgery of the receding chin. 
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fibrous capsule and maintained as a perma- 
nent contour. 

In countries where rib from the human 
cadaver is made unavailable by law, heter- 
ologous cartilage, if sufficiently thick to sup- 
ply a large enough implant in one piece, 
has served well.? Aufricht’s*+ ingenious and 
economical use of diced autogenous nasal 
hump and septal cartilage is excellent, if the 
hump is large enough and the septum re- 
quires resection. In my limited experience 
it has been slightly more difficult to obtain 
an even, symmetrical prominence and avoid 
jutting spicules when the implant is com- 
posed of multiple unequal pieces of chopped 
bone and cartilage. Ivalon sponge is another 
possible material for chin implant, but the 
simplicity and success enjoyed with homolo- 
gous cartilage has kept it as our first choice. 


Surgical Considerations 


Buccal Approach. Eight years ago I began 
using the incision in the buccal sulcus for 
chin implants as it seemed to avoid many 
of the minor objections encountered by the 
submandibular approach.® Primarily it pro- 
duced no telltale scar. Technically it is easier. 
An incision under the chin should be made 
as small as possible to reduce the size of 
the visible scar. When the skin incision is 
small the pocket to receive the cartilage must 
be made larger than the length of the implant 
itself, otherwise insertion is impossible. With 
a pocket too large there is far more chance 
of the implant slipping off-center. The in- 
cision in the buccal sulcus, on the other 
hand, produces no visible scar and thus can 
be cut the exact length of the implant and 
the pocket. The cartilage then passes easily 
through the incision into the pocket fitting 
snugly without threat of migration. 

Minimal Hazard of Infection. When the 
description of this technic was first published 
several experienced surgeons expressed the 
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(A) A prominent nose and a hanging lower lip exaggerate a receding chin. (B) After reduction of the nose and a chin 
implant, nose, lip and chin settle into a more satisfactory relationship. 


FIG. 2 


The incision is made on the lip side of the lower buccal 
sulcus leaving a mucosal flange and a soft tissue pad pro- 
tecting the mandible. The cartilage implant is introduced 
into the tailored pocket in front of the mandibular 
periosteum and fixed in position with the first line of 
interrupted subcutaneous sutures. The second and final 
layer of the closure is a row of mattress sutures in the 
mucosa. 


feeling that the chance of infection was too 
great. Probably because of this fear many 
are still hesitant to use the buccal approach. 
The purpose of this report is to encourage 
its use since the hazard of infection has been 
found of no significance. Out of 40 chin 
implants inserted through the buccal incision 
over an 8 year period none have been lost. 
Only one has been slightly troublesome and 
the difficulty in this instance is easily ex 
plained. In Korea, under unsatisfactory con 
ditions, several implants were successfully in- 
serted.6 A bird-faced corporal had a_ nasal 
reduction and a chin implant. Two weeks 
later he received orders for transfer and, since 
his chin was too prominent, he requested re- 
duction of the implant. It was explained that 
the excess was mainly postoperative swelling 
and would subside. The corporal’s persistence, 
and the uncertainty of military conditions 
finally prompted me to remove the implant 
through the buccal incision, reduce and re 
implant it only two and one-half weeks after 
its original insertion. A small abscess de 
veloped which was drained through a tiny 
submandibular stab. The infection cleared 
under antibiotic treatment and the cartilage 
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was retained. All other implants inserted 
through the buccal incision have been ac- 
cepted and retained without incident. 


Technic of Insertion. Certain logical pre- 
cautions must be taken when a cartilage im- 
plant is inserted through a buccal incision. 


(1) Dental hygiene is mandatory. 


(2) Mucosal flange flap. Since the sub- 
cutaneous pocket is in continuity with the 
oral cavity the possibility of leakage of saliva 
must be avoided. Therefore, the buccal in- 
cision is not made in the depth of the sulcus 
where saliva can pool on the suture line, but 
rather up on the lip side so that a 1 cm. 
mucosal flange flap is developed. The in- 
cision is made the same length as that of the 
cartilage and is extended downward, leaving 
a generous pad of subcutaneous tissue over 
the mandible until arriving at the predeter- 
mined position for the cartilage graft. The 
dissection then is carried to, but not beneath 
the mandibular periosteum and the pocket is 
tailored to the exact size of the implant (Fig. 
2). 


3. A watertight closure. Following in- 
sertion of the implant into the pocket, it is 
fixed in position by a two-layer closure with 
5-0 chromic catgut. The first layer approxi- 
mates the subcutaneous tissues; the second 
layer of mattress sutures in the buccal mucosa 
further seals off the closure (Fig. 2). 

4. Pressure dressing. A small pad is 
strapped with pressure against the lower lip 
just superior to the implant. This pressure 
is maintained for 5 days to give the wound a 
chance to seal and heal. 

5. Antibiotics are used prophylactically 
during the first 5 postoperative days. 


Summary 


The purpose of this report is to encourage 
a simple approach to the correction of re- 
ceding chins. Homologous rib cartilage, easily 
kept in a bank and carved to shape, avoids 
a second operation on the patient. Insertion 
through a buccal incision produces no visible 
scar. Infection has been prevented by a muco- 
sal flange flap, closure in two layers, post- 
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operative pressure and antibiotics. A cartilage 
implant for a weak chin does more than 
increase chin prominence. It camouflages 
protruding teeth and takes up the slack of a 
hanging lower lip, both unattractive charac- 
teristics often associated with a receding chin. 
When the diminutive chin is overshadowed 
by a large nose the deformity is doubly ex- 
aggerated and in fact calls for a double plas- 
tic attack—a nasal reduction and a chin im- 
plant (Fig. 3, A and B). One need not be 
an “Andy Gump” to merit a chin implant 
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any more than reduction rhinoplasties are 
limited to Cyrano de Bergeracs. 
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Nitrogen Mustard and Adrenocortico- 
tropic Hormone in the Management 
of Patients with Incurable Carcinoma 


MARK W. WOLCOTT, M.D., and 


WILLIAM A. SHAVER, M.D.,t Coral Gables, Fla. 


THE PURPOSE OF THIS PAPER is to present our 
experience with the use of nitrogen mustard 
and ACTH in a series of 80 patients with far 
advanced malignancy. Published articles on 
this subject have been conflicting. Mc- 
Carthy! reported benefit, while Rollins? and 
Jones? were considerably less impressed. It 
is believed that a series such as ours, which 
was begun in 1955 and which has had 100% 
follow-up of patients, may be of some value. 
Furthermore, with the rapidly expanding in- 
terest in many chemotherapeutic and com- 
bined chemotherapeutic and surgical efforts 
now under way, this series can serve as a base 
line for subsequent evaluation of these other 
modalities. 


Method 


Patients were unselected. All had a histo- 
logic diagnosis of malignancy prior to treat- 
ment. All had evidence of far advanced 
disease, either with local or distant metastases. 
Nitrogen mustard in doses of 0.1 mg. per 
kilogram of body weight was given daily for 
5 days. The drug was given into the tubing 
of a running intravenous infusion of 5% 
glucose in water. ACTH, 60 mg., was given 
intramuscularly every 6 hours beginning 18 
hours prior to the first dose of nitrogen 
mustard and continued for 5 days, and then 
in decreasing doses over the next 2 days. 
Supportive treatment of antibiotics, blood 
and intravenous fluids was given as indicated. 
Complete blood counts were obtained before 
therapy, the third day of therapy, and at one 


tFrom the Departments of Surgery, Veterans Administration 
Coat and University of Miami School of Medicine, Coral 


Nitrogen mustard seems to have a palliative effect in certain instances 
of advanced malignancy, either primary or metastatic. 
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week and two weeks after completion of tlhe 
course of treatment. Determination of sodiura, 
potassium, chloride, total protein and A-G 
ratio were done at the same time as the blood 
counts. Platelet counts were done before and 
at the completion of each course of therapy 
in a number of patients. Four to six weeks 
was the usual time interval between courses. 
of nitrogen mustard and ACTH. In some 
patients this was increased to 2, 3 or 4 months. 
These patients were those showing a good or 
excellent response. 


Results 


For the purpose of evaluating palliation, 
we have used the same arbitrary criteria as 
McCarthy! (Table 1). Excellent response 
means subjective or objective remission for 6 
months or longer. Good response means im- 
provement in symptoms for 2 months or 
longer. Fair response means moderate relief 
for a few weeks. Poor response means patients 
who died within a month of therapy, or those 
surviving longer but with no relief of 
symptoms. In this series of 80 cases, other 
modalities of treatment were used. Palliative 
surgical treatment, when at all feasible, was 
used in 3] cases. X-ray therapy was used in 


TABLE 1 
CRITERIA OF EVALUATION OF PALLIATION 


Excellent = Subjective or objective remission for 6 months 
or longer 

Good = Improvement in symptoms for 2 months or 
longer 

Fair = Moderate relief of symptoms for a few weeks 

Poor = Death within one month of therapy or longer 


Survived with no relief 
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50 cases. The x-ray treatment was given be- 
fore nitrogen mustard and ACTH in 40 cases, 
and afterward in 10 cases. 

Results are shown in table 2. In 10% of 
the cases the results were excellent. One 
patient having carcinomatosis of the perito- 
neal cavity is living and well after 3 years. 
In one case of lymphosarcoma the patient is 
living and well after 3 years. Three patients 
with carcinoma of the lung are living, two at 
a year and a half, and one at six months, and 
without evidence of recurrence to date. Fif- 
teen patients (18.7%) had good palliation; all 
are dead. Nineteen patients (23.8%) had fair 
palliation; all are dead. Thirty-eight patients 
(47.5%) had poor palliation; all are dead. 

Carcinoma of the Pharynx and Epiglottis. 
Five patients with carcinoma of the pharynx 
were treated. All had x-ray therapy before 
nitrogen mustard. There were 3 fair results 
and 2 poor results. All fair results were of 
short duration, and subsequent courses of 
mustard were of no benefit. One case had 
radical surgery followed by x-ray therapy and 
then nitrogen mustard at relapse. He re- 
ceived no benefit from this. We believe that 
nitrogen mustard has little to offer in this 
disease. Two patients with carcinoma of the 
epiglottis were treated, with one fair and one 
poor result. Both had had surgical and x-ray 
treatment. The results were not good. 


Lymphoepithelioma. Three patients were 
treated. All had been treated with x-ray prior 
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to treatment with nitrogen mustard and 
ACTH. There was one good, one fair and 
one poor result. In the patient having a good 
result, palliation was obtained after each of 
3 courses. We believe that nitrogen mustard 
may occasionally be of benefit in this type of 
tumor. 


Gastrointestinal Carcinoma. Carcinoma of 
the stomach—two patients were treated. 
Both had had surgical treatment and were 
treated at the time of recurrence. One fair 
and one poor result were obtained. Carcinoma 
of the tongue,—two patients were treated, 
one with fair and one with poor palliation. 
Carcinoma of the esophagus,—six patients 
were treated. Three had surgical treatment 
and five had roentgenotherapy. There was 
one excellent, one fair and four poor results, 
The excellent result was in a patient treated 
with nitrogen mustard and ACTH prior to 
x-ray therapy. He responded well and lived 
11 months, dying of cardiac failure. This 
result is certainly not necessarily attributable 
to nitrogen mustard, but his good response 
prior to x-ray therapy suggests some benefit. 

Two patients with carcinoma of the colon 
were treated, one with good palliation, one 
with poor. The patient who had good relief 
consistently received 2 to 3 weeks relief of 
pain with each of 3 courses. His pain was 
from a perineal recurrence. 

Carcinoma of the Bladder. Two patients 
were treated; one had had an operation, the 


TABLE 2 


PALLIATIVE RESULTS IN 80 PATIENTS 
WITH ADVANCED CANCER 


Lesion Excellent 
Carcinoma of Stomach 

Carcinoma of Colon 1 
Carcinomatosis of Peritoneum 1 
Osteogenic Sarcoma 

Melano Carcinoma 

Mesothelioma of Pleura 

Lymphosarcoma 

Carcinoma of Esophagus 

Carcinoma of Pharynx 

Carcinoma of Tongue 

Carcinoma of Neck 

Carcinoma of Testicle 

Carcinoma of Larynx 

Carcinoma of Epiglottis 

Lymphoepithelioma 

Carcinoma of Bladder 

Carcinoma of Lung 4 


Results 


Good Fair Poor 
1 1 
1 
1 
1 
2 
1 1 
2 3 
3 2 
1 1 
1 
1 
1 1 
1 1 
1 
1 1 
12 9 19 
15 19 38 


(18.7%) (23.8%) (47.5%) 
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other did not. There was one good and one 
poor result. The patient with the good pallia- 
tion received benefits from two of three 
courses. 

Melanocarcinoma. Two patients were 
treated with poor results in both. Both had 
their primary lesions removed surgically and 
were treated at the time of occurrence of far- 
advanced metastatic disease. 


Diffuse Mesothelioma of the Pleura. Two 
patients were treated, one with good results, 
one with poor. The patient who had good 
results died six months later of coronary ar- 
tery disease, after four courses of nitrogen 
mustard, still with his disease but asympto- 
matic. 

Others. One patient with carcinomatosis 
of the peritoneal cavity due to adenocarci- 
noma, primary site undetermined, is alive 3 
years following a short circuiting operation 
and three courses of nitrogen mustard and 
ACTH. His abdominal masses have disap- 
peared and he is quite well. It is known that 
of all the types of carcinoma reported to 
undergo spontaneous remission, adenocarci- 
nomatosis of the peritoneal cavity is the most 
frequent type. However, the response after 
nitrogen mustard and ACTH was very 
dramatic. 

One patient with osteogenic sarcoma of the 
ilium received no relief. One patient having 
lymphosarcoma is alive and fairly well with 
his disease 3 years after his first treatment. 
One patient with carcinoma of the testicle 
received no relief. Two patients having 
carcinoma of the larynx were treated: one 
with a poor, one with a fair response. Both 
had surgical and x-ray therapy prior to other 
treatment. 

Bronchogenic Carcinoma. Forty-four cases 
of bronchogenic carcinoma are included in 
this series. In four the patient received ex- 
cellent palliation; two of these were treated 
immediately following palliative surgical re- 
section. One is alive 20 months without 
evidence of recurrence. One is alive 8 months 
with evidence of recurrence. Twelve patients 
had good palliation, 9 had fair palliation and 
19 had poor results. 

A series of patients with bronchogenic 
carcinoma treated by us prior to, or con- 
comitant with the cases treated with nitrogen 
mustard and ACTH and, in general, a com- 


NITROGEN MUSTARD IN MANAGEMENT .OF CARCINOMA—Wolcott and Shaver 1377 


parable group, were studied to determine 
palliation and survival time. Table 3 is a 
breakdown of the palliation in these two 
series of cases. In comparison with the non- 
surgical group, it is apparent that nitrogen 
mustard alone is of no value. X-ray treatment 
gives some palliation. It would appear from 
our figures, and this was our clinical impres- 
sion, that nitrogen mustard prior to x-ray 
therapy gave some added palliation, whereas 
nitrogen mustard after x-ray treatment added 
very little. 

If one compares the figures in our surgical 
group (Table 3), it is apparent that resection 
when at all feasible gives better palliation 
than any other modality. X-ray treatment 
plus nitrogen mustard at time of recurrence 
is of small but definite value. The most im- 
pressive group is that receiving nitrogen 
mustard immediately after operation. This 
group is small. Cole and associates‘ first sug- 
gested immediate treatment based on their 
experimental work. Three patients with the 
superior vena caval syndrome had excellent 
and rapid (1 to 4 days) relief of venous ob- 
struction, and this persisted regardless of the 
subsequent outcome of the case. 

Table 4 is a comparison of median survival 
time in these same two groups of bronchogenic 
carcinomas from treatment to death and from 
onset to death. In the nonsurgical group, 
nitrogen mustard alone adds nothing as com- 
pared with no treatment. X-ray therapy alone 
adds a few months, but nitrogen mustard plus 
x-ray treatment adds nothing to survival, 
either when given before or after x-ray 
therapy. In the surgical group, survival time 
with operation plus x-ray therapy or operation 
alone, or operation plus x-ray therapy plus 
nitrogen mustard, shows no interpretable dif- 


TABLE 3 
DEGREE OF PALLIATION IN BRONCHOGENIC 
CARCINOMA 
Type Therapy Results 
Nonsurgical No. Excellent Good Fair Poor 
No Therapy 14 0 0 0 14 
HNz only | 0 0 2 5 
X-ray only 16 1 5 1 9 
HNg then X-ray 8 1 4 1 2 
X-ray then HN: 17 0 4 6 7 
Surgical 
Surgery only 7 4 1 1 1 
Surgery then 8 6 2 
X-ray & HNe (1) (2) (5) 
Surgery + HNge 4 2 2 
(Intensive) 
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TABLE 4 


LIVING AND DEAD AND MEDIAN SURVIVAL TIME IN 
BRONCHOGENIC CARCINOMA 


Median Survival yedian Survival 

No. No. Time Ti 

Type Therapy Case Living to Death Onset t 
Non Surgical 


me 
Death 


No Therapy 14 0 2.0 mos. 6.5 mos. 
HN; only 7 0 2.0 mos. 7.0 mos. 
X-ray only 16 0 5.5 mos. 9.0 mos. 
HNg¢ then X-ray 8 la 6.0 mos. 9.0 mos. 
X-ray then HN, 17 0 4.5 mos. 9.0 mos. 
Surgical 
Surgery only 7 3b 16.0 mos. 17.0 mos. 
Surgery then 8 0 18.0 mos. 21.0 mos. 

X-ray 
Surgery then 8 2 7.5 mos. 15.5 mos. 

X-ray then HN2 
Surgery + HNe 4 2a 7.5 mos. 15.5 mos. 

(intense) 

a b c d 
13 mos. 64 mos. 36 mos. 18 mos. 
18 mos. 50 mos. 6 mos. 
8 mos. 61 mos. 

ference. There are still 8 survivors in this 


group of 25 cases, 4 of whom have not been 
followed over 18 months. 

These 80 patients have received a total of 
167 courses of nitrogen mustard and ACTH. 
Fourteen of 44 patients receiving palliation 
with their first course, received further pallia- 
tion with their second course. Seven of 21 pa- 
tients who received palliation from the second 
course received further palliation from the 
third course. Those patients who did not ben- 
efit from the first course never received any 
palliation with subsequent courses. 

Toxicity. Toxicity (Table 5) with nitro- 
gen mustard alone, especially nausea and 
vomiting and leukopenia, has been an an- 
noying side effect of this therapy in the past. 
Only 9 patients had nausea and vomiting, 
in 2 it was severe. A breakdown of our 
cases reveals that one patient had a white 
bloodcell count below 2,000 cells per cu. mm., 
6 had below 3,000 cells per cu. mm. and 5 
had below 4,000 cells per cu. mm. There 
were no significant drops in hemoglobin. 
Oral moniliasis occurred in 9 cases. All 
cleared rapidly without any treatment within 
a period of 2 to 3 days. One patient de- 
veloped tuberculosis. Presumably this was a 
breakdown of a “healed primary complex.” 
He had no evidence of active disease prior 
to therapy, and it did not become evident 
until approximately one year after starting 
treatment, and after four courses of nitrogen 
mustard and ACTH. There were no cases of 
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gastrointestinal bleeding. No effects were 
observed on sodium, potassium, chloride, or 
serum protein levels. Nor were there any 
instances of psychosis attributable to the 
drugs. There were two cases of purpura with- 
out depression of platelets and without any 
bleeding tendency; both recovered promptly, 
One patient with pruritis recovered promptly, 


Discussion 


From our experience with this series of 
patients, we believe that nitrogen mustard 
and ACTH have a small but definite place to 
play in palliation of advanced cancer. We 
were not as impressed as was McCarthy.! The 
series reported by Rollins? and Jones? was 
small, and their criteria for evaluating re- 
sults differed from McCarthy’s, hence accurate 
comparison is impossible. 

We have noted that if no relief is obtained 
with the first course of treatment, subsequent 
courses never give relief. On the other hand, 
if any palliation is attained, subsequent 
courses at appropriate intervals gave further 
palliation in at least 25% of the cases. 

The combination of ACTH with nitrogen 
mustard did prevent nausea and vomiting. 
The apparent protection of the bone marrow 
by ACTH remains unexplained. McCarthy! 
noted this phenomenon also. It may be that 
ACTH, by its lympholytic effect, suppressed 
the marrow so that on the subsequent ad- 
ministration of nitrogen mustard the marrow 
cells were rendered less vulnerable to this 
radiomimetic drug. 

It has -»peared from our experience 
in bronchogenic carcinoma that nitrogen 
mustard prior to subsequent irradiation gives 
slightly better results. Karnofsky® noted this 
also. The most obvious observation is that if 


TABLE 5 
TOXICITY HN, + ACTH 


In 105 cases of malignancy treated with 290 courses of HN: + 
ACTH the following untoward reactions were observed: 
1. Leukopenia 
(a) 2 courses, WBC less than 2,000 per cu. mm. 
(b) 7 courses, WBC less than 3,000 per cu. mm. 
2. One case activated his tuberculosis 


3. Eleven cases had nausea and vomiting, two severe, none 
necessitated discontinuing therapy 


No significant fall in hemoglobin 

No cases of gastrointestinal bleeding 

. No effect on serum proteins, sodium, potassium or chlorides 
No cases of psychosis 

. Two cases purpura without platelet depression 

. One case pruritis 
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surgical excision can be done, palliation and 
survival are both increased. Shapiro® has 
done some experimental work which suggests 
unequivocally in the mouse that resection of 
gross tumor followed by a chemotherapeutic 
agent gives a better cure than when no 
surgical treatment is used or when the chemo- 
therapy is used alone. 

Cole and associates* have done clinical and 
experimental work using nitrogen mustard 
at time of operation and in the immediate 
postoperative period, their thesis being that 
circulating tumor cells are more vulnerable 
than a few days later once they have settled 
out and begun to grow. We have treated 4 
patients in this manner and have 2 surviving 
6 months and 18 months without evidence of 
recurrence. 


Summary 


1. Nitrogen mustard and ACTH give oc- 
casional good palliation in advanced ma- 
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lignancy. It would appear to have more 
frequent value in bronchogenic carcinoma. 


2. Toxicity of nitrogen mustard is re- 
duced by the concomitant use of ACTH. 


8. Failure to obtain some relief with one 
course of nitrogen mustard contraindicates 
further use. 


4. Treatment with nitrogen mustard in 
the immediate postoperative period may be 
of value. 
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The Use of Adrenal Steroids in the 
Treatment of Sudden Collapse 
Associated with Surgery: A Review of 


Five Cases 


BENJAMIN B. JACKSON, M.D.,t Louisville, Ky. 


Clinical material, such as described here, is accumulating to point to the use of steroids under 
certain circumstances of collapse. More study and experience will be needed to outline the 
clear-cut indications. Careful observations are needed in all 


cases in which such therapy is used. 


THE WIDESPREAD USE OF CORTISONE and its 
various derivatives has taught us that patients 
on steroid medication and requiring surgi- 
cal intervention need increased amounts to 
prevent a crisis during or after an operation.1-5 
These observations subsequently included a 
group of patients who had had cortisone or 
cortisone-like compounds within a 6 months 
period antedating operation. Under those cir- 
cumstances the resuscitative effects of the 
steroids were often dramatic with rapid resto- 
ration of the blood pressure and pulse. 


The following cases reveal the need of cor- 
ticosteroids in surgical patients subjected to 
unusual stress. It is believed these patients 
were in marginal adrenal compensation from 
chronic depletion, infection, and multiple op- 
erations. Knowledge of the past clinical his- 
tory, no doubt, would have predicted the use 
of steroids in these patients. 


Case 1. M. B., a 44 year old married housewife, was 
admitted to the Middlesex County Sanitorium in 
Sept., 1956, with far advanced pulmonary tuberculosis. 
For 10 years she had suffered from rheumatoid ar- 
thritis. She had taken Metacorten 5 mg. daily for a 
5 month period prior to admission but none during 
the 4 months before operation. Her stay in the sani- 
torium was marked by stabilization of the tuberculosis 
and general physical improvement. 

Four months after her admission she had a right 
upper lobectomy for advanced cavitary disease. She 
had had a normal ACTH test preoperatively. During 
the first portion of the operation she received 100 mg. 
of hydrocortisone intravenously. However, during the 
last hour of a tedious 4 hour dissection, she received 


+From the Department of Surgery, University of Louisville 
School of Medicine, Louisville, Ky. 


no cortisone; 2,500 cc. of whole blood were given dur- 
ing the procedure and this was considered to be ade- 
quate replacement. As the skin sutures were being 
placed the anesthetist reported no blood pressure and 
a barely palpable pulse. Another 100 mg. of hydrocor- 
tisone in 500 cc. of dextrose-water was started intra- 
venously. After 10 to 15 cc. of the solution had run in, 
there was an immediate return of blood pressure to 
100/50. It was 120/70 twelve hours postoperatively. 
Following the operation, she was begun on intramus- 
cular cortisone 50 mg. every 4 hours. 


Eighteen hours postoperatively she had another 
drop in blood pressure to 80/40. However, with ad- 
ministration of an additional 100 mg. of hydrocorti- 
sone intravenously, the blood pressure rose to 110/50. 
The intramuscular cortisone was then increased to 400 
mg. a day with excellent maintenance of vital signs. 
Over a 4 week period the dosage was gradually re- 
duced and finally omitted without ill effects. She re- 
ceived isoniacid, penicillin, and streptomycin in addi- 
tion to the steroids. 

Case 2. E. P., a 62 year old unmarried woman, was 
admitted to the hospital with a 2 year history of pro- 
gressively disabling ulcerative colitis. Her course was 
complicated by marked weight loss, intractable 
diarrhea, perianal infection, arthritis and conjuncti- 
vitis. Medical measures, including steroids, failed to 
induce a remission. 


On Oct. 8, 1956, a subtotal colectomy and ileostomy 
were done. Thirty-six hours following the operation, 
at 7:15 a.m., the blood pressure was unobtainable but 
a barely perceptible apical pulse could be heard. Un- 
diluted hydrocortisone, 50 mg., was injected into the 
femoral vein with return of the blood pressure to 
100/40 in about 30 seconds. An additional 50 mg. of 
hydrocortisone were given intravenously in 500 cc. of 
5%, dextrose-water solution with restoration of the 
pressure to 130/80. 

The following studies and results were obtained at 
this juncture: hematocrit 49%, Hgb. 14.2 Gm., sodium, 
132, potassium, 3.3, and chloride, 100 mEq./L. She re 
ceived 300 mg. of cortisone intramuscularly for 4 days 


1380 


<= 


B 


Oo 


de 
Va 
to 
su 
id 
is 
he 
la 
| se 

al 
st 
Fi 
| vi 

P 
fe 
3 

1 

a 

J 

i 
J 
ges 

¢ 


VOLUME 52 


and then oral dosages were begun. The cortisone was 
gradually tapered off, and at the end of 3 weeks it 
was omitted without untoward results. During a part 
of her postoperative course, she received chloromy- 
cetin and erythromycin. 

Case 3. F. P., a 27 year old married housewife, was 
admitted to the hospital with a 3 month history of 
debilitating ulcerative colitis complicated by a recto- 
vaginal fistula. 

while in the hospital, she developed signs and symp- 
toms of peritonitis making operation mandatory. A 
subtotal colectomy and ileostomy were performed rap- 
idly. The colon had perforated in many places. Her 
immediate postoperative course was attended by an ep- 
isode of shock which responded to blood and plasma. 
After a stormy convalescence, she was discharged to 
her home. 

Following abdominoperineal resection 6 months 
later, she developed multiple abdominal fistulas. Sub- 
sequently an exploratory laparotomy was done to re- 
sect the fistulas. Eighteen hours after the operation, 
at 8:00 a.m., she became cyanotic, with no demon- 
strable blood pressure and a rapid, thready pulse. 
Fifty milligrams of undiluted hydrocortisone was given 
via the left femoral vein followed by a rise in blood 
pressure to 110/70. 

The following studies and results were obtained at 
that time: Hgb. 12.6 Gm., sodium, 126, potassium, 4.2, 
and chloride, 85 mEq./L. 

She was maintained on 300 mg. of cortisone daily 
for 4 days and then this was slowly decreased over a 
3 week period and stopped. Large doses of chloro- 
mycetin and erythromycin were given during the post- 
operative period. 

Case 4. A. H., a 48 year old male alcoholic, was ad- 
mitted to the Middlesex County Sanitorium in May, 
1956, with bilateral far advanced pulmonary tuber- 
culosis. 

His course was complicated by a bronchopleural fis- 
tula and empyema on the right side. A right pleuro- 
pneumonectomy was carried out on Dec. 6, 1956. By 
Jan. 14, 1957, he had developed an empyema necessi- 
tans which required rib resection and drainage. 

On Feb. 12, 1957, a limited thoracoplasty was done 
resecting the ribs 2 to 9. Two hours following the 
operation the blood pressure was 52/0. Additional 
blood and plasma were given without a return of vital 
signs to satisfactory levels. Hydrocortisone, 100 mg. 
intravenously, in 500 cc. of 5% dextrose-water solution 
was begun, but only a slow rise in the pressure to 
90/40 was obtained. Another 100 mg. hydrocortisone 
was administered with an increase in blood pressure 
to 100/50. He was placed on a dosage of 400 mg. of 
cortisone intramuscularly per day. Forty-eight hours 
postoperative, at 8:15 a.m., he went into pulmonary 
edema but this responded well to therapy. However, 
51 hours after operation he became cyanotic with a 
blood pressure of 40/0. A very rapid pulse was felt 
only in the groin. There was considerable respiratory 
difficulty from tenacious secretions which could not 
be aspirated. A tracheostomy was done with improve- 
ment in the respiratory difficulty, but no improve- 
ment in the vital signs was observed. Hydrocortisone, 
200 mg., was given in 500 cc. of 5% dextrose-water 
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solution, and over a period of 5 to 10 minutes the 
blood pressure reached 90/40. A total of 500 mg. of 
cortisone was given during that 24 hour period. 

His vital signs have been stable since then, permit- 
ting gradual reduction in the steroid dosage. Chloro- 
mycetin, streptomycin, and INH were employed as 
antibiotics in the postoperative period. 

Case 5. M. G., a 49 year old unmarried woman, was 
readmitted to the Middlesex County Sanitorium in 
Feb., 1957, with far advanced bilateral pulmonary 
tuberculosis. She had received pneumothorax therapy 
20 years previously, but refills were abandoned be- 
cause of a right-sided pleural effusion which never 
completely disappeared. This was positive for acid-fast 
organisms. 

In Oct., 1956, she developed an empyema necessitans 
requiring readmission to the sanitorium. The patient 
was chronically ill and weighed only 80 pounds. There 
was a draining sinus of the chest wall. Bronchoscopy 
revealed complete stenosis of the right main stem 
bronchus and x-ray studies.confirmed destruction of 
the entire right lung. The Thorn test gave no evidence 
of Addison’s disease. The eosinophils dropped from 
225 to 100 in-4 hours after 25 mg. of ACTH intra- 
muscularly. The blood pressure was 120/90, pulse 92, 
and respiration 24. The serum electrolytes were sodi- 
um, 129, chloride, 108, and potassium, 4.1 mEq./L. 

In April, 1957, a right pleuropneumonectomy was 
done. Forty-five minutes after the operation had be- 
gun, the blood pressure was unobtainable and the 
pulse could not be felt. Feeble pulsations of the heart 
could be seen through the pericardium. Hydrocorti- 
sone, 100 mg., in 500 cc. of 5% dextrose-water was 
commenced with a rise in blood pressure to 70/50 in 
3 or 4 minutes. The pulse was slow and forceful. How- 
ever, at the close of a 314 hour operation, her blood 
pressure was again 80/50. She was unable to breathe 
alone and had to be assisted during the early post- 
operative period. Two thousand cubic centimeters of 
blood were used during the procedure and this was 
interpreted as satisfactory replacement. She received a 
total of 400 mg. of steroids in divided doses for 4 days; 
this dose was gradually reduced over a 4 week period. 
The vital signs have subsequently been well main- 
tained. Chloromycetin, erythromycin, INH, and strep- 
tomycin were selected as appropriate antibiotics by 
sensitivity tests. 

Discussion 

These cases illustrate the value of the 
steroids in supporting severely ill patients. In 
all 5 cases there was an underlying chronic 
depleting disease with long-standing infection. 
There was no clinical evidence of Addison’s 
disease in any of the patients. In only 2 cases, 
in which cortisone had been used before oper- 
ation, was there knowledge of possible adrenal 
cortical suppression. Yet each patient exhib- 
ited a unique type of collapse which respond- 
ed to the intravenous use of corticosteroids. 
It seems from reviewing these cases for the 
future application of therapy to similar cases 
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that the need for the steroids could be pre- 
dicted in almost every instance from the clin- 
ical history. 

The patients in dire need of steroid support 
following a surgical procedure usually pre- 
sent a picture of sudden vascular collapse. 
Attempts in resuscitating the patient with 
blood or plasma is without avail. Yet with in- 
travenous corticosteroids, an impressive cor- 
rection in vital signs is obtained. 


Obviously, the most desirable method of 
counteracting hemorrhagic shock is ligation of 
the offending vessel and adequate blood 
transfusion. In cases of shock occurring dur- 
ing or after an operation without excessive 
blood loss and with a history of previous cor- 
tisone therapy or chronic disease, intravenous 
steroids are employed immediately. If a satis- 
factory response in vital signs is observed from 
hydrocortisone intravenously, the patient is 
given 300 to 500 mg. of cortisone a day. 
Hydrocortisone is given intravenously in 100 
to 200 mg. doses, and the remainder of the 
300 to 500 mg. of cortisone is administered 
intramuscularly. The 300 to 500 mg. daily 
doses are usually required for from 3 to 4 
days. Subsequently, the oral preparations of 
cortisone are gradually tapered off over a 3 to 
4 week period. The patients are usually kept 
on 12.5 mg. of cortisone orally daily for one 
week and before the drug is omitted alto- 
gether. This small dosage of cortisone orally 
permits the adrenal cortex to assume some 
role in the production of steroids. Cortico- 
tropin may be used to stimulate the adrenal 
gland if steroids have been used over pro- 
longed periods. Vasopressor agents were not 
employed in these cases. 

Kass and Findland® have made it clear 
that cortisone is supportive rather than cura- 
tive. In the cases in which infection played 
‘such a primary role, the proper antibiotics 
‘were imperative. 

It would seem that there is more to this 
type of collapse than adrenal exhaustion 
alone. The fact that such high doses of corti- 
‘sone are required to restore vital signs tends 
to point toward additional factors. Kirsner 
and associates,*7 mentioned in their papers, 
dealing with the treatment of ulcerative co- 
litis, that anti-substances or antihormones in 
the blood might inactivate cortisone except in 
load doses. Those comments seem especially 
pertinent. 
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It is not intended to portray hydrocortisone 
in the management of surgical shock as a pan. 
acea. Haste exercised in its use is ill advised, 
but it should not be withheld if the clinica] 
history of the patient should indicate its use, 
The appropriate antibiotic should always ac. 
company cortisone in cases in which infection 
is playing any role in the production of sud. 
den collapse. 


Summary and Conclusions 


1. Case histories have been presented of 
surgical patients with chronic depleting dis. 
ease and underlying infection who develop 
sudden collapse not attributable to blood or 
fluid loss. All of these patients responded to 
intravenous steroids. 


2. Initially, dosages of hydrocortisone rang. 
ing from 100 to 200 mg. in 500 cc. of 5% 
dextrose and water are required. The daily 
dosage following sudden collapse is usually 
300 to 500 mg. of cortisone intramuscularly 
for 3 to 4 days. Cortisone orally is used as 
soon as it is feasible. 


3. The dosage of cortisone is gradually re- 
duced and then omitted after a 3 to 4 week 
period. Corticotropin may be used to wean 
the patient from the steroids. 


4. The shock which responds to cortisone 
tends to occur during operation or within the 
first 48 hours following the operation. 

5. The theory of inactivation of cortisone 


by an antisubstance or antihormone is men- 
tioned. 


6. Large doses of appropriate antibiotics 
should be given in cases with any element of 
underlying infection. 
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Carcinoma of the Breast: A small 


Private Series* 


FRANK C. WILSON, JR., M.D., and 


FRANK C. WILSON, M.D., Birmingham, Ala. 


The outlook in carcinoma of the breast has changed little over the years. Advances 
have been made, however, in a better determination of the degree of 
surgery indicated by biopsy study of draining lymph nodes. 


THE TREATMENT OF CARCINOMA OF THE BREAST 
has undergone little change since Halsted! 
and Meyer? described radical mastectomy 70 
years ago. While these two went about their 
respective procedures differently, the end re- 
sult was essentially the same, and all of us 
doing radical mastectomy today follow one 
of the two methods. During the past 20 
years the results of surgical treatment have 
shown little improvement. What improvement 
we have seen can be attributed to advanced 
knowledge in anesthesia and physiology, edu- 
cation of the public and medical profession 
as to the importance of removing all breast 
nodules, and more careful selection of pa- 
tients with carcinoma of the breast for radical 
mastectomy. It is in this last area that we may 
improve our results by eliminating those cases 
that have already advanced beyond the limits 
of radical mastectomy. 


All primary cases of carcinoma of the 
breast seen at the St. Vincent’s Hospital dur- 
ing the years 1940 to 1950 by one of us 
(F.C.W.) were reviewed. During this period 
46 women were seen. Forty-three were can- 
didates for radical mastectomy and 3 had a 
simple mastectomy. 

Axillary nodes were free of metastases in 
26 (59%) and were found to be involved 
by tumor in 16 (41%). The surgical specimen 
of one patient, who was lost to follow-up, 
failed to reach the pathologist. 

Twenty-three of the 26 who had no in- 
volvement of the axillary nodes were avail- 
able for follow-up (Table 1), and 17 (76%) 
are living free of disease. Four died of car- 
cinoma and 2 of intercurrent disease. Three 
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TABLE 1 
RESULTS IN CASES WITH NEGATIVE AXILLARY 
NODES 


4 No. % 
Living and well 17 16 
Died—breast carcinoma 18 
Died—intercurrent disease 2 8 


who died of carcinoma had lesions measuring 
4 to 5 cm. in diameter. One had a small 
lesion which was known to have been present 
for at least one year. 


Of the 16 patients with involvement of the 
axillary nodes only 13 were available for 
follow-up (Table 2). Six died of carcinoma 
of the breast, 2 of proven rectal carcinoma, 
and 2 of cardiovascular disease. Only 3 (23%) 
are living free of disease. 

There were 2 patients who had bilateral 
breast carcinoma. One died shortly after the 
second operation of carcinomatosis. Another, 
who had radical mastectomies in 1945 and 
1950, had a panhysterectomy in 1947 for car- 
cinoma of the ovary. She died in 1954 of 
cardiovascular disease, clinically free of carci- 
noma. There were 2 patients who developed 
carcinoma of the colon, and one carcinoma 
of the endometrium; the latter is living and 
well today. Almost 10% of these patients sub- 
sequently developed malignancies of other 
organs. This re-emphasizes the fact that mul- 
tiple malignancies occur frequently and we 
should keep this in mind when doing follow- 
up examinations. 


TABLE 2 
RESULTS IN CASES WITH POSITIVE AXILLARY NODES 


No. %o 
Living and well 3 23 
Died—breast carcinoma 6 46 
Died—other malignancy 2 15 
Died—intercurrent disease 2 15 
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Of particular interest is a 43 year old 
woman first seen 9 years ago with a | cm. 
sized nodule in the outer quadrant of the 
right breast which had been present for 2 
years. This proved to be a scirrhous carcinoma 
with no involvement of the axillary nodes. 
This woman was myxedematous from chronic 
thyroiditis. That her fortunate result was in 
any way due to hypothyroidism makes in- 
teresting speculation. 

Another patient, age 47, was seen because 
of bloody discharge from the right breast 
of several months duration. The area causing 
the discharge could not be localized and a 
simple mastectomy was done. The patholo- 
gist found, in addition to several intraductal 
papillomas, a small 4 to 5 mm. area of scir- 
rhous carcinoma. When radical mastectomy 
was done several days later one axillary node 
was found to contain tumor. After 8 years 
this woman is living free of disease. 


This series is too small to have statistical 
significance. Nevertheless, the survival figures 
fairly well approximate those of larger re- 
ports. We expected to find a somewhat better 
cure rate because the patients were seen ear- 
lier in the disease. This was not the case. 
Fifty per cent of those without metastasis to 
the axillary node had known a mass was 
present for 5 months or longer. Only 40% 
of those with metastasis to the axillary nodes 
had their disease discovered 5 months before 
operation. Another unexpected finding was 
that the 4 cases designated as having lesions 
of the inner quadrant are living and free of 
disease. 


Findings such as these emphasize again 
that an individual’s chances of cure depend 
solely upon the biologic activity of her par- 
ticular tumor and whether or not it is within 
the limits of surgical excision. Since the over- 
all cure rates for the past 20 years have re- 
mained about stationary, it would appear 
that the usual clinical criteria for determining 
operability are inadequate, and in many cases 
radical mastectomy is done when the disease 
is beyond its limits. 

As early as 50 years ago the internal mam- 
mary and supraclavicular chain of nodes were 
recognized as sites of metastases and attacked 
surgically. However, this awaited the past 
decade before interest was generally revived. 
Investigation has been directed into two 
channels: one group has sought to extend 
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radical mastectomy to include resection of 
the internal mammary and supraclavicular 
nodes; another group has biopsied the in. 
ternal mammary, supraclavicular, and axillary 
nodes with the objective of limiting surgery 
on those individuals in whom the nodes are 
involved to simple mastectomy. It is our im- 
pression that the super-radical mastectomy is 
not indicated when the central nodes are un- 
involved, and that when the disease has ex- 
tended to these regions one has little chance 
of effecting a cure. Long-term results of the 
super-radical procedure may prove the opera- 
tion to be beneficial, but at the present time 
we believe the conservative approach is in- 
dicated. 


Handley,? whese father became interested 
in the spread of breast carcinoma to the 
internal mammary nodes at the turn of the 
century, reports a series of 150 consecutive 
cases in which he biopsied the internal mam- 
mary chain of nodes at the completion of 
radical mastectomy (Table 3). In 33% there 
were metastases to the internal mammary 
nodes. Fifty-four per cent of the medial and 
centrally placed tumors had invaded the in- 
ternal mammary nodes, whereas only 16 
of the lesions of the outer half of the breast 
had invaded the internal mammary nodes. 
When the axillary nodes were involved the 
internal mammary nodes were involved in 44 
per cent. Hutchinson‘ (Table 3), in a similar 
series of 81 patients, found the internal mam- 
mary nodes involved in 25/0 of his cases, 
20% in instances of lesions of the central and 
medial half and in 27% of lesions of the outer 
half of the breast. Forty-seven per cent of 
those patients found to have involvement of 
the axillary nodes had metastases to the in- 
ternal mammary nodes. In only 2 cases were 
the internal mammary nodes involved alone. 

The rate of metastases to supraclaviculat 
nodes has been investigated by various work- 
ers. Dahl-Iversen and associates,5 in two 
series, found them involved in 35 and 7% 
of those patients who had metastases to the 


TABLE 3 
RESULTS OF BIOPSY OF THE INTERNAL MAMMARY 


Handley Hutchinson 
% Pos. % Pos. 
All cases 33 25 
Axillary nodes positive 44 47 
Central and medial tumors 54 20 
Lateral tumors 16 27 
Internal mammary nodes only 5 2 
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axillary nodes, the latter figure occurring in 
their more recent series of 100 consecutive 
cases. Internal mammary dissections were also 
done finding 32%, involvement when axillary 
nodes were involved. All cases with supra- 
clavicular metastases had lateral breast lesions 
and involvement of axillary nodes. Haagen- 
son,* doing supraclavicular and internal mam- 
mary biopsies on about 100 cases, found the 
supraclavicular nodes involved in only two 
patients who did not have metastases to the 
internal mammary nodes. These data indicate 
that involvement of the supraclavicular 
nodes is an advanced stage of the disease oc- 
curring after metastasis to the internal mam- 
mary nodes. Biopsy of these nodes does not 
seem indicated when biopsy of the internal 
mammary nodes is done. 

One surmises from these reports that in 
using present clinical criteria we are doing 
radical mastectomy needlessly in about 20 to 
30%, of cases. Ideally, biopsy of the internal 
mammary nodes is indicated in all instances 
in order to eliminate unfavorable cases. After 
permanent sections are reviewed by the path- 
ologist a definitive procedure would be done. 
However, in applying the ideal to all cases, 
two main problems arise: (1) added cost to 
the patient is of particular concern in this 
day and time of tremendous hospital expense; 
(2) the psychologic and physical trauma of 
two general anesthetics and operations within 
a short period of time. In practice, it would 
seem reasonable to limit preliminary biopsy 
to those cases which are more likely to be 
positive according to the data at hand. These 
would be those lesions of the central and 
inner portions of the breast, those that have 
palpable axillary nodes, and tumors that have 
attained large size. While this plan of attack 
would not eliminate all unfavorable cases, it 
should eliminate a great number. 


Summary 


A small private series of carcinoma of the 
breast was reviewed with the finding that 
only 209% of those with axillary metastases 
obtained cures and 76% without axillary me- 
tastases were alive free of disease. While there 
is little hope of improving the over-all cure 
rate by surgery, data on biopsy of regional 
nodes indicates that from 20 to 30% of pa- 
tents having radical mastectomy have me- 
tastases to central nodes. Biopsy of internal 
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mammary nodes, when done on patients with 
clinical involvement of axillary nodes or 
tumors of the central and inner half of the 
breast, would eliminate needless radical mas- 
tectomy in many patients. 
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Discussion (Abstract) 


Dr. George B. Sanders, Louisville, Ky. Dr. Wilson 
and his father are to be commended for their ef- 
forts to improve their selection of candidates for 
radical mastectomy. The operation cannot cure, and 
rarely helps what it cannot physically encompass and 
extirpate. 

With all of Dr. Wilson’s ideas and conclusions, we 
would heartily agree, except that we still believe that 
biopsy of the apical axilla (not the supraclavicular 
fossa) is worthwhile as a complement to biopsy of 
the internal mammary chain. We have substituted 
apical axillary biopsy for supraclavicular fossa biopsy, 
following the suggestion of Haagensen who has felt 
that the situation of positive apex with negative supra- 
clavicular biopsy does occur, and that an apex involved 
by cancer makes cure by surgery most unlikely. 

We, too, have a small private series of breast cancer 
cases totaling 75 cases in a 9 year period. 

Of these, 20 were evaluated by biopsy of the pri- 
mary, clinical evaluation and skeletal x-ray survey, 4 
by the above routine plus the addition of internal 
mammary node biopsy, and 51 by the further addi- 
tion of “triple biopsy,” and bone marrow biopsy. In 
this group of 55 cases where an internal mammary 
biopsy was part of the preoperative evaluation, 8 
positive internal mammary biopsies were found. Since 
we adhere to the principle that cancer either in the 
apical axilla or in the internal mammary chain ex- 
cludes the patient from radical mastectomy, and since 
6 of these occurred in clinical Stage I cases, this has 
resulted in a reduction of operability, in our series, 
of only about 14 per cent. In Haagenson’s monumen- 
tal experience, recently reported, internal mammary 
biopsy has reduced operability by about 23 per cent. 

In contrast to the reduction in operability thus re- 
ported, we have had the cheering experience that the 
procedure of triple biopsy has, in our small series, 
returned to the ranks of those potentially curable by 
radical mastectomy, 5 patients who, on clinical grounds 
might well have been relegated to palliation only. 


Two of the 5 were patients with simultaneous bi- 
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lateral primary breast cancers in whom bilateral triple 
biopsies showed negative nodes, strengthening our be- 
lief that these were bilateral primary lesions and not 
local metastasis, and leading to the performance of 
simultaneous, two-team, bilateral, radical mastectomy 
for cure. Two other patients presented the problem 
of minute cancers in the wall of benign cysts, excised 
1 to 5 years previously, with local recurrence only. 
In the first, negative, triple biopsy seemed to us to 
indicate that this locally recurrent cancer might be 
amenable to surgical cure by radical mastectomy and 
this was done. 

In the other, the 5 year recurrence accompanied 
the appearance of a new nodule in the contralateral 
breast which appeared different histologically from 
the low-grade malignancy in the primary site. Bilateral 
triple biopsy showed negative nodes. The patient was 
a poor cardiac risk. We reasoned that bilateral radical 
mastectomy was too formidable and that it was prob- 
ably not necessary for cure of the reluctantly recur- 
rent primary in the original breast. We felt that 
radical mastectomy was necessary for the cure of the 
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new, recent primary in the opposite breast which 
appeared to be growing vigorously. A bilateral mas. 
tectomy, radical on the “new or recent” side, ang 
simple on the recurrent side was safely done. 

The fifth patient refused radical surgery on rej. 
gious grounds following excision biopsy of a small 
breast cancer 5 years previously. When it reappeared 
2% years later, and then, slowly growing to large 
size, threatened to ulcerate 5 years after original 
biopsy, she became convinced that operation was 
permissible and divinely indicated. Clinically, except 
for size and duration, it seemed localized and stil] 
confined to the breast. A negative triple biopsy indi. 
cated the possibility of complete removal by radical 
mastectomy, and this was done. 

The “proof of the pudding,” so to speak, is that 
the pathologist reported the axillas negative in all 
5 cases, and that all 5 are still alive and well, 4 of 
them over 5 years after radical surgery. 

I have enjoyed Dr. Wilson’s fine paper, and greatly 
appreciate the privilege of discussing it. 
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The Present Status of the Treatment 
of Trigeminal Neuralgia: 


DEAN H. ECHOLS, M.D., and JOHN DAVIES JACKSON, M.D..,t 


New Orleans, La. 


This is an excellent review of newer knowledge relative to the pathogenesis 
of tic douloureux and certain logical developments in treatment. 


To EVALUATE the current methods of treat- 
ment of trigeminal neuralgia, one must un- 
derstand the newest concept of its patho- 
genesis..? Only recently has a generally ac- 
ceptable explanation of the etiology and 
mechanism of the disease evolved. In 1951, 
Shelden and associates? had considerable suc- 
cess when they began to investigate the pos- 
sibility of curing neuralgia by opening the 
skull and, with a dental drill, enlarging the 
foramen ovale or foramen rotundum on the 
theory that the nerve might be compressed 
at these points. At about the same time, 
Taarnhgj* discovered that surgical “decom- 
pression” of the sensory root of the trigeminal 
nerve resulted in relief of the neuralgia for an 
undetermined period. Both of these operations 
caused little or no loss of sensation in the 
face. Since these manipulations of the nerve 
at different levels produced the same bene- 
ficial result, it eventually became apparent 
that the common denominator was trauma to 
the gasserian ganglion or sensory root and 
that any type of injury to these structures, 
clinically detectable or undetectable, was like- 
ly to produce temporary, or perhaps perma- 
nent, disappearance of the attacks of neu- 
ralgia. Still later, several authors postulated 
that the greater the damage done, as mani- 
fested by patches of decreased sensibility in 
the trigeminal domain, the less likely that the 
pain would recur.-7 The name of the opera- 
tion thus changed to the “compression” pro- 
cedure, the “decompression-compression” pro- 
cedure or “gasserian gangliolysis.” 


In view of this theory, it is possible to un- 
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derstand Jaeger’s® success in relieving neu- 
ralgia by the injection of hot water into the 
ganglion, often with a minimal loss of sensa- 
tion. Furthermore, the exceedingly high de- 
gree of reliability of the old standard opera- 
tion known as differential (partial) section of 
the sensory root is also explained. 

The next step in understanding trigeminal 
neuralgia was made by Crue and associates,® 
who postulated that the pain is central in 
origin, probably in the upper part of the 
cervical spinal cord, where the descending 
nucleus and tract of the trigeminal nerve are 
located, in close relationship with the incom- 
ing sensory fibers of the upper cervical roots. 
This seemed to explain the occasional occur- 
rence of trigger zones in the upper cervical 
dermatomes and the temporary relief of neu- 
ralgia sometimes obtained by section of the 
great auricular nerve or the greater occipital 
nerve.®11 More recently, List and Williams? 
concluded, from an analysis of all existing 
facts and theories, that the mechanism of 
trigeminal and glossopharyngeal neuralgia 
represents a pathologic, multineuronal reflex 
in the trigeminal system of the brain stem. 
Specifically, afferent stimulation (tactile or 
proprioceptive) of trigeminal and occasionally 
high cervical receptors evokes a pathologically 
increased, delayed response in the trigeminal 
nucleus. From there, efferent impulses are 
conducted back to the periphery, where they 
reverberate and excite the central trigeminal 
connections. This process of self-exciting, re- 
petitive after-discharge continues until the 
firing neurones become refractory. List and 
Williams suggested that the abnormal over- 
excitability may be due to metabolic changes 
in the ganglion cells of the trigeminal nu- 
cleus. 
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Since the pain of tic douloureux must be 
evoked by afferent impulses to the central 
trigeminal apparatus, it is reasonable to as- 
sume that the fewer the afferent impulses, 
especially noxious ones, the less the abnormal 
excitability of the central nucleus. Improve- 
ment in peripheral conditions, such as dental 
disease, could thus account for the remissions 
that characterize neuralgia. Finally, the occa- 
sional association of trigeminal neuralgia with 
tumors adjacent to the nerve and with mul- 
tiple sclerosis suggests that such patients were 
only inclined toward tic douloureux and the 
disease probably would not have developed 
had the gross lesions not deluged the central 
apparatus with a certain type of abnormal af- 
ferent impulse. 


Medical Treatment 


In view of the theory that trigeminal neu- 
ralgia is due to metabolic changes in the 
neurons of the central nucleus, it is not sur- 
prising that vitamin B has proved effective 
in causing prolonged disappearance of the 
paroxysms of pain. Since Fields and Hoff!* 
advocated large doses of vitamin B,. in 1952, 
most victims of the disease in this country 
have received one or more courses of it. It is 
customary to give 10 daily intramuscular in- 
jections of 1,000 mcg. each. This can be sup- 
plemented by oral administration of vitamin 
B, and nicotinic acid. If prolonged remission 
of pain is obtained, the patient will even- 
tually seek another course of treatment. 

In view of the demonstrated fact that slight 
trauma to the trigeminal apparatus interrupts 
the arc of the pathologic reflex and brings 
about temporary, if not permanent, relief 
from neuralgia, it is easy to understand why 
stilbamidine, which causes sensory loss in the 
face, has proved useful. Since its introduction 
by Smith and Miller,!* they and others!*15 
have demonstrated that tic douloureux can 
be controlled by its intravenous use and that 
courses of treatment can be repeated as 
needed. Stilbamidine, however, does not ap- 
pear to be an entirely satisfactory answer to 
the problem because of the deferred action 
of the drug and the development of un- 
pleasant paresthesias in a small percentage 
of patients.!4 


Other medical measures for the control of 
tic douloureux have been suggested by King,'¢ 
who produced tic-like states in cats and de- 


termined the influence of various substances 
on their trigeminal nerve potentials.17 Me. 
phenesin (Tolserol) is one of the more ef. 
fective preparations tested. Diphenylhydantoin 
sodium (Dilantin), although less effective, had 
a similar influence. Whether or not Dilantin, 
Tolserol and Tolseram (mephenesin carba- 
mate) will prove of real value in the contro] 
of tic douloureux must await longer trials of 
investigation of these drugs, which have been 
started by King,!® Sperling and Stender,s 
Iannone and co-workers,!® and others, 


Peripheral Neurectomy 


As recently re-emphasized by Grantham 
and Segerberg,?° alcoholic injection or sur- 
gical section of appropriate peripheral 
branches of the fifth cranial nerve continues 
to play a major role in the treatment of neu- 
ralgia. Surgical or chemical interruption of 
the supra-orbital, infra-orbital, inferior al- 
veolar, lingual, and mental nerves often en- 
ables patients to postpone definitive treat- 
ment for many years. The same statement 
could be made about alcoholic injection of 
the maxillary and mandibular divisions, but 
many surgeons find these procedures too 
painful for the patient. 


Definitive Surgical Treatment 


Destruction of the sensory root or gasserian 
ganglion by whatever method used can be 
counted on to produce permanent anesthesia 
of the face and permanent relief from neu- 
ralgia. Surgical section or partial section of 
the sensory root has always been popular in 
this country, but in England the chief interest 
has always been in alcoholic injection of the 
ganglion. Recently, in this country Ecker and 
Perl?! perfected an exacting technic for safely 
destroying the ganglion with absolute alcohol. 
Under roentgenographic control the point of 
the needle is passed through the foramen 
ovale and comes to rest among the ganglion 
cells. The alcohol is injected extremely slowly 
and the development of anesthesia is carefully 
charted. Using a somewhat similar technic, 
Jaeger® injected hot water rather than al- 
cohol on the theory that it is safer and causes 
less sensory deficit. As mentioned earlier, re 
lief of pain without production of an anes 
thetic face is consistent with the new discovery 
that mild surgical trauma to the ganglion 
can provide years of relief from neuralgia. 
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Injection of hot water, unless it is used to 
produce profound anesthesia of the face, must 
be classed with the “decompression-compres- 
sion” operation as one that cannot guarantee 
a permanent cure. 


“Decompression-Compression” Operation 


The operation of Taarnhgj and its numer- 
ous modifications are not going to replace 
completely the old procedure in which the 
sensory root is completely or partially severed, 
but it should be offered to the majority of 
patients with severe trigeminal neuralgia. 
However, the patient must understand the 
facts and be prepared for a possible second 
operation, perhaps only months later. 

We first tried Taarnhd¢j’s operation on 
June 30, 1953, and had performed 18 by the 
end of 1956. Approximately an equal number 
of sections of the sensory root were done 
during the same period. Before operation, 
the neuralgia had been present from 6 months 
to 18 years, with an average duration of about 
7 years. The average age of the 18 patients 
was 53 years. This is low because the older 
patients were encouraged to choose partial 
or complete section of the sensory root. Seven- 
teen cf the 18 patients were operated on with 
use of a local anesthetic. The average dura- 
tion of postoperative hospitalization was four 
and a half days. All but one had some patchy 
sensory Joss in the face postoperatively. Three 
had recurrences of tic douloureux that re- 
quired a second operation by us four and a 
half years, 2 years and 1 year later. During 
the month of October, 1958, we talked with 
all 18 patients on the telephone and all were 
well, working and free of neuralgia. The 
average follow-up period for the 15 who had 
only one operation was 39 months. Eleven 
of these patients still describe small patches 
of numbness on the face. Only one admits 
unpleasant paresthesias in the hypalgesic area. 


Discussion 


In view of our rewarding experience with 
the decompression-compression operation, we 
are now recommending this procedure to 
Most patients who are no longer kept reason- 
ably comfortable with medical treatment and 
neurectomy of peripheral branches. We do 
not recommend injection of the gasserian 
ganglion, maxillary division, or mandibular 
division except under unusual circumstances. 
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Conclusions 


We subscribe to the recent theory that 
metabolic changes in the trigeminal nucleus 
in the lower brain stem cause trigeminal neu- 
ralgia. The paroxysms of pain represent a 
pathologic, multineuronal reflex that is 
evoked by afferent impulses from the trigger 
zone on the skin or mucous membrane. Any 
method that tends to improve the metabolic 
state of the trigeminal nucleus or interrupts 
the arc of the pathologic reflex is apt to 
provide relief. 


The therapeutic value of vitamin B,. and 
stilbamidine are explicable in view of this 
theory; we prefer the former to the latter. 
Other agents now undergoing clinical trial 
include mephenesin, diphenylhydantoin so- 
dium and mephenesin carbamate. Neurectomy 
of peripheral branches usually results in con- 
trol of the disease in its early stages. Injection 
of the mandibular or maxillary divisions and 
injection of the gasserian ganglion are also 
effective but seldom used by us. The decom- 
pression-compression operation, which causes 
disappearance of the neuralgia without pro- 
ducing more than patchy numbness of the 
face, has been so satisfactory that we recom- 
mend it to most patients who are no longer 
relieved by medication and peripheral neu- 
rectomy. 
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Role of the Electrocardiogram in the 
Differential Diagnosis of Acute 


Chest Pain: 


THOMAS N. JAMES, M.D.,t New Orleans, La. 


At times all possible aid is needed in the differential diagnosis of pain referred 
to the chest. Though much in the diagnosis depends upon the history and 
the examination, help may be offered by the electrocardiogram. 


THE MOST ACCURATE MEANS of making a spe- 
cific diagnosis when a patient is seen with 
acute pain in the chest is the history and 
physical examination, but a valuable adjunct 
is the electrocardiogram. Like all laboratory 
disciplines electrocardiography has certain 
limitations. Some of these can be overcome 
by use of special technics, such as simul- 
taneous leads! and supplementary _leads.* 
Equally important is the realization that in 
some cases, however, the electrocardiogram 
cannot be relied upon for aid in diagnosis. 
The proper role of the electrocardiogram in 
specific diseases causing acute pain in the 
chest will be considered in this discussion and 
illustrative examples will be cited. 


Angina Pectoris 


Of basic importance in the electrocardio- 
graphic diagnosis of angina are two facts. 
First, the changes are transient. Second, 
the cardinal change of acute subendocardial 
ischemia (the usual cause of angina) is ST 
depression or sagging, not T-wave inversion?:# 
(Fig. 1). Because of the evanescence of the 
electrocardiographic change, the electrocardio- 
gram is of value primarily during an episode 
of pain, either spontaneous or induced by a 
standard exercise test. 

The indications and technic for the exer- 
cise test will not be discussed since they are 
well-known. It is perhaps well to emphasize 
that the post-exercise leads should be chosen 
individually for each patient, the choice being 

*Read before the Section on Medicine, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


+Present Address: Section on Cardiovascular Research, Henry 
Ford Hospital, Detroit, Mich. 


based on suspicious leads in the resting trac- 
ing or, lacking these, on those resting leads 
that reflect primarily left ventricular poten- 
tial. It is also well to remember in interpre- 
tation that T-waves inverted after exercise are 
not necessarily due to myocardial ischemia, 
and that ST-segment depression is more spe- 
cific.2* Hyperventilation, such as occurs after 
any exercise, commonly results in inversion 
of the T-wave in young people, and if this 
is the only change, one should examine the 
same patient after hyperventilation without 
exercise (Fig. 2). 

One of the most reliable, and too often 
neglected, examinations is electrocardiogra- 
phy during an episode of spontaneous pain in 
the chest (Fig. 3). Since this pain lasts only 
a few minutes, it is difficult to obtain such a 
record unless its occurrence can be antici- 
pated. This is often possible if one takes a 
careful history, eliciting from the patient the 
specific events likely to produce pain (for 
example, meals or visiting hours). Even in 
patients in whom the history of angina is 
diagnostic, a tracing during pain is valuable 
for several reasons. First, it documents the 
event for future reference, since the electro- 
cardiographic findings are rarely, if ever, nor- 
mal during pain. Second, it may disclose 
arrhythmias that occur during pain, of which 
neither the patient nor the physician were 
aware, and whose anticipation enables more 
intelligent therapy (Fig. 4). Third, it may 
disclose conduction disturbances, such as atrio- 
ventricular block, which not only are well to 
know in planning therapy but also can be 
used in localizing anatomically the lesion in 
the coronary tree; for example, atrioventricu- 
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FIG. 1 


Changes of diffuse acute subendocardial ischemia in a white woman 65 years old in shock after cerebral hemorrhage; at a 

necropsy left ventricular hypertrophy was noted but myocardial infarction and coronary occlusion were not seen. Note al 

F secennge’ of any reciprocal changes to the generalized ST-segment depression (except in cavity-lead aVR); compare with 

igure S 
lar block is almost always an expression of Aithough ST depression is the usual expres x 
ischemia of the posterior wall, which in turn sion of subendocardial ischemia, rarely ST ol 
is, in 90% of cases, due to a proximal lesion elevation does occur. This indicates trans ct 


of the right coronary artery (Fig. 5). mural ischemia, involving the epicardium, g 
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FIG. 2 


‘CONTINUOUS STRIPS LEAD 


INSPIRATION 


+. 

NORMAL RESPIRATION] | |: | | Prt ititit 


Respiratory maneuvers after three minutes of hyperventilation in a Negro man 20 years old with no heart disease. Note 


nonpathologic T-wave inversion. 


and is probably of more immediate signifi- 
cance. Recently, an unusual syndrome of such 
a change occurring during spontaneous pain 
at rest, frequently associated with ventricular 
arrhythmias, and not reproducible by exer- 
cise, was described under the name of “angina 
pectoris inverse.”® In all cases reported the 
the condition progressed eventually to infarc- 
tion, which occurred electrocardiographically 
in the same region as the preceding ST ele- 
vation. Why it could not be reproduced by 
exercise is not explained. In a similar case at 
our hospital infarction also eventually oc- 
curred (Fig. 4). 


Myocardial Infarction 


The electrocardiographic difference _ be- 
tween angina and infarction may be briefly 
outlined. Acute transmural infarction is char- 
acterized by ST elevation over the injured 
area rather than depression, and _ reciprocal 
ST depression over the contralateral wall; 
reciprocal changes either do not occur or are 
only minimal during angina (Fig. 6). The 
changes of infarction are sustained and pro- 
gressive whereas those of angina are transient, 


quickly returning to normal or to minor non- 
specific T-wave inversion. 


Misleading or nonspecific electrocardio- 
grams occur most frequently with small intra- 
mural or subendocardiai infarctions. Infarc- 
tion may also be masked by previous electro- 
cardiographic abnormalities, such as left bun- 
dle branch block. In all these circumstances 
serial tracings are of great value, often point- 
ing up the significance of changes that alone 
would be considered of little or no conse- 
quence. Such changes enhance the value of 
the electrocardiogram, since it has been shown 
that inclusion of these minor abnormalities 
makes the electrocardiogram approximately 
98°, positive in infarction.®7 

Among small infarctions the ones most 
likely to be overlooked are high lateral and 
high posterior ones. High posterior infarcts 
may escape diagnostic representation in either 
standard lead III or aVF, being located at 
the crux of the heart. Leads most likely to 
demonstrate the diagnostic changes are V, and 
Vy, or esophageal leads (Fig. 7). Small, high, 
lateral infarcts are almost always suggested 
in leads I and aVL, but the changes there 
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FIG. 3 


JULY 15,1958 


JULY 18,1958 | JULY 15,1958 


JULY 18,1958 


Two electrocardiograms of a man, aged 68 years, with atherosclerotic heart disease (taking digitalis), chronic coronary and 
myocardial insufficiency, functional post-prandial dyspepsia and cervical arthritis. The second tracing, taken during pain 
after lunch, shows that the clinically confusing pain was due to myocardial ischemia. 


again may not be diagnostic; high leads HV, 
through HV, in such cases are of most value 
(Fig. 8). 

Pulmonary Embolism 


The value of the electrocardiogram in the 
diagnosis of pulmonary embolism is com- 
monly overlooked or underestimated. The 
changes produced, though transient, are often 
pathognomonic. These consist of the results 
of acute right ventricular hypertension, which 
are dilatation and strain, and of acute left 
ventricular ischemia; secondarily, right atrial 
dilatation and strain may produce typical P 
pulmonale changes in leads 2, 3 and aVF. 

In the limb leads right ventricular dilata- 
tion is expressed by changes in the electrical 
position of the heart to right axis in the 
bipolar limb leads and vertical in the unipolar 


extremity leads (Fig. 9, A and B). T-wave in- 
version in leads 3 and aVF, probably the re- 
sult of both right ventricular strain and left 
ventricular ischemia, sometimes suggests at 
casual inspection posterior infarction. This 
may be differentiated by the lack of primary 
changes in the QRS complexes. 

In the unipolar precordial leads right ven- 
tricular dilatation is expressed by a shift of 
the transition zone to the left, and by delayed 
activation of the right ventricle. The latter 
is of variable degree atid duration but may 
produce complete right bundle branch block. 
The shift of the transition zone to the left 
may be so pronounced that all the six stand- 
ard precordial leads may resemble Vj, i» 
reflect right ventricular potential. In such 
cases supplementary leads V; to Vg will 
usually demonstrate the transition zone and 
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FIG. 4 


‘LEAD V3 


Bizarre arrhythmia and ST-segment changes of acute epicardial (or transmural) injury in a white man 49 years old with 
atheosclerotic heart disease. The conventional EKG. showed no abnormalities up to the recording of Ve, when the patient 
experienced anginal pain; after the pain subsided, the electrocardiographic findings were again normal. Three days later 


the patient had a small anterior infarction, principally shown in leads V»2-V,. 


the electrical position of the left ventricle. valuable if in comparison with previously 
Supplementary leads V;R and V,R are useful —_— normal tracings this is shown to be new. Left 


in defining delayed activity of the right ven- _ ventricular ischemia is expressed in the same 4 
tricle, sometimes showing R’ waves whea V, __ fashion as in angina due to coronary disease. 
and V, fail to do this. It is extremely valuable for the physician, in 

Right chest leads and V, to V3 most com- interpreting all the changes of pulmonary 


monly show right ventricular strain, expressed § embolism, to have a normal previous tracing He 
by T-wave inversion, and are particularly for comparison, which makes it worthwhile 


FIG. 5 


CONTINUOUS STRIPS LEAD I 


Varying degrees of atrioventricular block in a white man 50 years old with acute posterior myocardial infarction. 2 


’ 
n 
in- 
vill 
ind 


1396 SOUTHERN MEDICAL JOURNAL 


NOVEMBER 1959 


FIG. 6 
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EKG. of a white man 52 years old, with acute anterior myocardial infarction; note reciprocal ST-segment deflections in 
leads I and III, aVL and aVF, characteristic of acute infarction as compared with ischemia without infarction (Fig. 1). 
At necropsy the left anterior descending artery was thrombosed and anterior left ventricle and septum were infarcted. 


to have preoperative electrocardiograms for 
almost all surgical patients. 


Reasons for nondiagnostic changes in the 
electrocardiogram in pulmonary embolism in- 
clude small emboli, tracings taken after the 
acute right ventricular hypertension has sub- 
sided, insuf’.ient supplementary leads, and 
extensive previous electrocardiographic abnor- 
malities. If the changes are of questionable 
significance and no known normal previous 
tracings are available, the value of serial ex- 


aminations, utilizing the evanescence of 
changes due to pulmonary embolism, must 
not be forgotten (Fig. 10, A and B). 


Pericarditis 


The value of the electrocardiogram in the 
acute phase of chest pain due to pericarditis 
is variable and helpful much less often than 
in the previously discussed diseases. Changes 
of pericarditis electrocardiographically some- 
times lag many days behind the appearance 


4 vou 
| 
] 
to 


VOLUME 52 THE EKG. IN THE DIAGNOSIS OF CHEST PAIN—James 


FIG. 7 


A small high posterior myocardial infarction in a diabetic white woman 67 years old. The diagnosis may be suspected from 


the leads III, aVF and Vg, but is confirmed by V; and Vs. 

litis 

han of a pericardial friction rub or the onset of — because of the lack of electrocardiographic 
ages typical pain, and frequently do not appear —_ changes. | 

an in the electrocardiogram at all. It is a fallacy Since the subject of this discussion is acute 


net to withhold the diagnosis of pericarditis solely chest pain, the electrocardiographic changes 
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High lateral leads HV,-HV, demonstrating fatal high anterior infarction in a white man 54 years old. Of the conventional 
leads only aVL suggests infarction. 


in the subacute phase of pericarditis will 
merely be mentioned; these are nonspecific 
generalized T-wave inversions without ST- 
segment deviation, and are sometimes misin- 
terpreted as “ischemia” (Fig. 11). When pres- 
ent in the acute phase of pericarditis the diag- 
nostic changes, which are a reflection of epi- 
cardial injury (and hence the converse of 
changes due to subendocardial injury)?:* con- 
sist of ST elevation over the area of injury. 
Unless the epicardium is involved, electro- 
cardiographic changes do not occur. This is 


probably the reason for normal electrocardio- 
grams in many patients with involvement only 
of the pericardium. Since the process is usually 
generalized, the electrocardiographic changes 
of pericarditis are usually diffuse. They are 
specifically not associated with reciprocal 
changes of a contralateral wall, which serves 
to differentiate them from acute infarction; 
additionally there are no changes in the QRS 
complex, unless pericardial effusion has 0c 
curred, in which case the complexes may be 
of low voltage. 
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SEPT. 20,1956 


) Electrocardiograms of an obese man, 52 years old, who had an acute pulmonary embolism (necropsy) after hemor- 
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FIG. 9, B 


SEPT. 11,1956 


(A and B) Electrocardiograms of an obese man, 52 years old, who had an acute pul v boli (necropsy) after 
hemorrhoidectomy. The second tracing, 2 hours after occurrence of the embolism, shows particularly right bundle branch 
- block, shift of the electrical axis to the right, and shift of the precordial transition zone to the left. 
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should always suggest that the epicardial in- this disease is that it is usually normal. Thus, . 
jury may be part of a transmural infarction. in a patient with severe chest pain of pro 
longed duration and a normal electrocardio 
gram, especially if he is hypertensive, dissect- 
The chief value of the electrocardiogram in ing aneurysm should be a prime considera 
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(A_and B) Electrocardiograms on 2 successive days in a 75 year old, white woman, seen for the first time during an acute 
pulmonary embolism. Rapid regression of the acute initial changes, rather than progression, is typical of acute cor pulmonale 
due to embolism and helps to differentiate it from myocardial infarction. Diagnosis was confirmed at necropsy. 


tion. With certain complications of dissecting 
aneurysm the electrocardiogram may be al- 
tered. These include shock from hemorrhage, 
bleeding into the pericardium with tam- 


ponade, and dissection along one or both 
coronary arteries. 

Sufficient loss of blood will produce suben- 
docardial ischemia, the changes of which have 
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FIG. 11 
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Diffuse T-wave inversion due to pericarditis in subacute phase in a white woman, 41 years old, convalescing from acute 
theumatic fever. In the subacute phase it is seldom possible to differentiate ischemia from pericarditis by the EKG. 


been described. Bleeding into the pericardium 
may be associated with pericarditis and gen- 
eralized ST elevation of minor degree or T 
inversion. Dissection along a coronary artery 
may produce myocardial infarction if the ves- 
sel’s lumen becomes occluded. In a recent case 
at our hospital the dissection proceeded down 
the base of the aorta to involve an adjacent 
portion of right atrial wall, and atrial injury 
was apparent in the electrocardiogram (Fig. 
12, A and B). 


Spontaneous Pneumothorax 


Again the chief value of the electrocardio- 
gram is that it usually remains unchanged. In 
tension pneumothorax right ventricular fill- 
ing becomes impaired, in which case the 
changes of subendocardial ischemia may 
occur. 

Miscellaneous 


Other causes of acute thoracic pain in which 
the electrocardiogram is of help as a negative 
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FIG. 12, A 


(A) P-Tp segment deflections, especially in leads II, aVR and aVF, due to dissecting aneurysm tearing into the medial 
wall of the right atrium of a hypertensive white man aged 46 years. 


finding are herpes zoster, pleurodynia, rib bronchitis. It is well to keep in mind that in 
fracture, esophageal spasm and acute tracheo- any infection, however, a minor degree of 
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FIG. 12, B 


(B) Photograph of the right atrium opened at necropsy; 
arrows indicate ecchymotic areas in the endocardium under- 
lying dissection in the atrial wall. 


myocarditis may occur and this may lower or 
transiently invert the T-waves. Secondary 
changes in the electrocardiogram have also 
been described in association with upper gas- 
trointestinal spasm, presumably mediated by 
the parasympathetic nervous system; these un- 
common changes again are usually minor and 
nonspecific. 
Comment 


In this review discussion was limited to elec- 
trocardiographic features of diseases that may 
cause acute pain in the chest. In some of these 
diseases other laboratory examinations are 
more important than electrocardiography, and 
in all of them a good clinical examination is 
the most valuable of all. By knowing what 
may be expected of the electrocardiograph, 
however, one may obtain the utmost value of 
that instrument. 


Summary 


The pertinent positive and negative elec- 
trocardiographic findings that occur in certain 
diseases that cause acute chest pain have been 
described. The diseases considered include 
angina pectoris, myocardial infarction, pul- 
monary embolism, pericarditis, dissecting 
aneurysm and spontaneous pneumothorax. 
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Discussion (Abstract) 


Dr. Ralph M. Denham, Louisville, Ky. We axe in- 
debted to Dr. James for this thorough discussion which 
places the electrocardiogram in its proper role in the 
evaluation of chest pain. There is little for a discussant 
to do but compliment the author on this interesting 
presentation. 


The importance of obtaining the electrocardiogram 
during an episode of pain is worth emphasizing. All 
authorities on the electrocardiographic findings during 
spontaneous angina pectoris would not agree that these 
changes would always be abnormal. 


In selecting the optimal time for obtaining the elec- 
trocardiogram in patients having chest pain other 
factors than those mentioned should be considered. 
Other external and emotional stimuli are important. 
I am reminded of a man who had typical angina with 
a normal resting electrocardiogram. He was highly 
emotional and had frequent spontaneous bouts of pain 
while hospitalized. The resident staff kept the electro- 
cardiograph on a stand-by basis hoping to record such 
an episode. They had no success and obtained several 
normal electrocardiograms. However, when a beautiful 
blonde technician applied the electrode jelly to the 
chest, pain was immediately forthcoming and the elec- 
trocardiogram was abnormal. 


If on the exercise electrocardiogram there is eleva- 
tion of the ST-segments rather than the usual depres- 
sion this too may be of prognostic significance. On two 
occasions observed by us, myocardial infarctions, one 
of which was fatal, occurred shortly after this finding 
was observed. 


The use of supplementary leads V, and V, has not 
been of too much help to us in finding otherwise 
obscure posterior infarctions. The careful scrutiny of 
the usual chest leads for increased voltage of the 
T-waves has been of help as an early change in pos- 
terior infarction. The high V-leads have frequently 
been of help in evaluation of chest pain in which 
there was suggestion of high lateral wall infarction in 
lead aVL. 

As has been mentioned the electrocardiogram may 
be misleading in the evaluation of chest pain. The 
patient with a history of previous infarction who has 
chest pain may present a problem if the previous elec- 
trocardiograms are not available. The persistent ST- 
segment elevation accompanying ventricular aneurysm 
cannot be differentiated from acute infarction on the 
basis of a single electrocardiogram. Serial electrocardio- 
grams along with clinical data usually will clarify this 
problem. 


Chest pain accompanying paroxysmal supraventricu- 
lar tachycardia may require some consideration as to 
whether it represents true coronary disease. The fact 
that ST-T abnormalities may follow bouts of tachy- 
cardia should be remembered. If one should encounter 
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ST depression and T-wave inversion in the patient 
with a history of chest pain, and one fails to recognize 
the pre-existing bout of tachycardia the erroneous 
assumption that these changes are due to coronary 
disease may be made. 


The general problem of postoperative pulmonary 
embolism is more widely appreciated now than it 
was a few years ago. Hence, preoperative electrocardio- 
grams are frequently obtained and are available for 
comparison if necessary during the postoperative 
period. This is helpful in the evaluation of post- 
operative chest pain which may be due to pulmonary 
embolism or myocardial infarction. 
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Even in retrospect I am not sure that I would have 
recognized the electrocardiographic evidence of auricy. 
lar infarction as presented in the last case. The nor. 
mal auricular T-wave is more pronounced with tachy. 
cardia than during normal rates and in this instance 
the heart rate was 110. 


Lipman and Massie suggest that ideally the electro. 
cardiographic record should be interpreted at the 
patient's bedside. The presentation which has just 
been given by Dr. James confirms the importance of 
correlating the electrocardiogram with other clinical 
data rather than making a flat-footed electrocardio. 
graphic diagnosis. 
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Atrial Septal Defects 


LEA B. GIVENS, M.D., JOHN J. KANE, M.D., and 


JOHN A. BOONE, M.D.,t Charleston, S. C. 


THE PURPOSE OF THIS PAPER is to present the 
characteristic clinical picture of atrial septal 
defects. Since the establishment of the Heart 
Clinic in the Medical College of South Caro- 
lina 10 years ago, 57 cases of interatrial septal 
defects have been diagnosed by a combination 
of cardiac catheterization, surgery, or autopsy. 
A review of the data obtained on these 
patients with particular reference to the 


electrocardiogram and the x-ray appearance 


will be made. 


Incidence 


Interatrial septal defect appears to be one 
of the most common forms of congenital heart 
disease. It was second in frequency in Wood’s 
2001 and Nadas’ 577 cases. There was a lower 
incidence in an autopsy series due to the in- 
creased longevity of the patients as compared 
to most other forms of congenital heart dis- 
ease. It was seventh in Abbott’s* series of 1,000 
autopsy cases. 


The great majority of the previous studies 
have shown a higher incidence in the 
female.‘5 Thirty-five of the 57 cases in this 
series were in females. The age distribution of 
our cases is illustrated in table 1. 


Types and Associated Defects 


Defects in the atrial septum vary markedly 
in size, from the foramen ovale patent to a 
probe to complete or almost complete absence 
of the atrial septum in cor triloculare 
biventriculare. Functional closure of the 
foramen ovale occurs in 98% of individuals 
by 3 months of age.6 However, a foramen 
ovale patent to probe persists in 20 to 30% 
of adults at autopsy.78 These defects are 


tFrom the Departments of Medicine and Radiology, Medical 
College of South Carolina, Charleston, S. C ned 


Ph a study was made possible by grants from the National 
eart Institute and the South Carolina Heart Association. 


This form of congenital heart disease is one of the more common anomalies encountered 
in practice. Since it is curable by surgery, with a reasonable mortality rate, its correct and 
early diagnosis is important. The diagnostic criteria have been reviewed in this paper. 
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TABLE 1 
AGE DISTRIBUTION 


Age Cases 

0-5 7 

5-10 16 
10-15 8 
15-20 5 
20-25 5 
25-30 8 
30-35 2 
35-40 4 
40-45 2 


usually of no clinical significance except for 
the rare exception of a paradoxical embolus. 

The majority of atrial septal defects are 2 
to 3 cm. in size. The ostium secundum de- 
fects may be located either high in the septum 
or in the region of the foramen ovale. Those 
ostium secundum defects high in the septum 
are complicated by partial anomalous venous 
drainage in a high percentage of cases. The 
ostium primum defects result from a failure 
of the septum primum and _ endocardial 
cushions to fuse and are located low in the 
septum. This type is commonly associated 
with deformities of the mitral or tricuspid 
valves with resulting insufficiency. An ad- 
vanced form of the ostium primum lesion is 
a common atrioventricular canal. The ma- 
jority of the atrial septal defects belong to 
the ostium secundum group.® 

In this series, 53 of the 57 cases were thought 
to be of the ostium secundum type. There 
were 3 probable ostium primum defects; how- 
ever, only one of these was definitely verified 
at operation. There was one case of atrioven- 
tricularis communis. 


Atrial septal defects or patency of the 
foramen ovale are frequently associated with 
a variety of cyanotic heart lesions. The most 
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common lesions are tricuspid atresia, 
Ebstein’s disease, tetralogy of Fallot, and 
pulmonic stenosis. 

The most commonly associated congenital 
cardiac anomaly in the non-cyanotic group is 
partial anomalous venous drainage into the 
right atrium. In our series associated cardio- 
vascular anomalies were rather uncommon 
(see table 2). 

Physiologic Changes 

In the absence of an atrial septal defect 
the mean left atrial pressure is about 8 mm. 
of mercury, while the right atrial pressure is 
4 to 5 mm. of mercury. With a small atrial 
septal defect this pressure gradient tends to 
be maintained. This results in a left to right 
shunt with a large pulmonary blood flow as 
compared to the systemic. However, when 
an atrial septal defect becomes greater than 2 
square centimeters in size, no significant 
pressure gradient persists.1° In spite of this 
the left to right shunt continues in the 
presence of a large defect. This has been ex- 
plained by the demonstration that the right 
ventricle has a greater distensibility than the 
left ventricle when presented with an equal 
filling pressure.11 There occurs a marked in- 
crease in the right ventricular output of 7 to 
20 liters in the presence of a significant septal 
defect, instead of a normal of 4 to 5 liters. 
The left ventricular output remains the same 
or is slightly decreased. The increased right 
ventricular output over a period of many 
years eventually leads to right ventricular 
failure. Pulmonary hypertension may occur 
in these cases as a result of increased pul- 
monary blood flow or increased arteriolar 
resistance. Significant pulmonary hyperten- 
sion due to increased arteriolar resistance is 
not usually encountered until the third 
decade and may not be present until even 
much later. 


Symptoms and Physical Signs 


There is a rather wide variation in the 
symptomatology depending largely on the 


TABLE 2 


ASSOCIATED CARDIOVASCULAR ANOMALIES IN 
57 CASES OF ATRIAL SEPTAL DEFECT 


Coarctation of the aorta 1 
Pulmonic stenosis 
Autopsy case 1 
Suspected from findings at cardiac catheterization 3 
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type and size of the septal defect. The ma. 
jority of patients with ostium secundum de. 
fects have no disabling symptoms until the 
third or fourth decade.5 However those with 
ostium primum defects frequently have dif. 
ficulty in childhood or infancy.’2 The 
symptoms presented by the infant group 
usually consist of frequent upper respiratory 
infections, failure to gain weight, and dif- 
ficulty in feeding. Exertional dyspnea, 
fatigue, palpitation, chest pain and episodes 
of right-sided failure are the more common 
symptoms in the older children and adults. 
Cyanosis does not usually appear until quite 
late in the course of the simple ostium 
secundum defects. However, it is observed 
quite frequently with the ostium primum de- 
fects at a much earlier age. The cyanosis is a 
result of reversal of the left to right shunt be- 
cause of right ventricular failure and/or 
pulmonary hypertension. 


On physical examination the patient fre- 
quently appears somewhat asthenic. The ex- 
amination of the jugular vein is usually not 
very helpful; however, tall V-waves preceded 
by a systolic collapse may be noted. Inspec- 
tion and palpation of the precordium may 
elicit a number of things of considerable 
value. The finding of a deformity of the left 
chest with a right ventricular heave or lift is 
usually indicative of a marked right ventricu- 
lar hypertrophy. However, these findings do 
not usually occur until later in the course of 
the uncomplicated ostium secundum defects. 
Deformities of the left chest frequently occur 
at an early age in ostium primum cases. Ac- 
cording to Blount'® a thrill is only rarely 
palpated over the pulmonic area. Thrills are 
more commonly palpated in the ostium 
primum defects, but are usually maximal in 
intensity one to two interspaces below the 
pulmonic area in this case. 

On auscultation, the ostium secundum de- 
fects present a blowing systolic murmur high 
along the left sternal border, maximal at the 
pulmonic area. It is usually of a Grade 2 to 
3 intensity on a 6 grade basis. The second 
heart sound is characteristically accentuated 
and widely split. The murmurs of the ostium 
primum defects are located lower along the 
left sternal border and are harsher in in- 
tensity. They are transmitted to the apex 
and frequently into the axillae. The murmur 
of the ostium secundum defect is thought to 
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be secondary to increased blood flow through 
the pulmonic valve. The ostium primum 
murmur probably arises from the regurgitant 
flow through the mitral valve and the low 
lying defect.2 In the presence of marked 
pulmonary hypertension a pulmonic insuf- 
ficiency murmur is frequently audible.'* 

In the past the presence of an apical 
diastolic rumble was thought to indicate the 
presence of an associated mitral stenosis or 
Lutembacher’s syndrome. However, it is now 
thought that the great majority of these 
murmurs represent functional tricuspid 
stenosis, and Lutembacher’s syndrome has 
proved to be a rare finding. This murmur 
was Observed in 29 of Blount’s 52 cases!® and 
50 of Campbell’s 100 cases.5 However, in our 
series of 57 cases it was detected in 8, and was 
presumed to be on a functional basis in all. 

Clubbing has been a rather uncommon 
feature in most series. 


Electrocardiogram 


The electrocardiogram is frequently quite 
helpful in the diagnosis of these cases. The 
RSR’ complex or diastolic overload type pat- 
tern in the first precordial lead is present in 
the majority of the ostium secundum and 
primum defects. It is thought by most 
authors to be a result of hypertrophy of the 
right ventricular outflow tract.1516 Nadas? 
states that this pattern occurs in all cases of 
atrial septal defects. However, most other 
series give a somewhat lower incidence. 
Walker and associates!? had a 63% incidence 
in 95 cases proven by cardiac catheterization. 
Downing and Goldberg? had one of the lowest 
incidences with 27% in 91 verified cases. A 
normal or right axis is seen in the ostium 
secundum cases. The ostium primum lesions 
are characterized by a high incidence of pro- 
longation of the P-R interval and left axis 
deviation. Friedberg*® states that the atrial 


TABLE 3 


ELECTROCARDIOGRAPHIC FINDINGS IN 54 CASES OF 
ATRIAL SEPTAL DEFECT 


1. RSR’ or diastolic overload pattern 30 
2. Right ventricular hypertrophy 12 
3. Biventricular hypertrophy 1 
4. Normal tracings 10 
5. Right axis 42 
6. Normal axis 5 
7. Left axis 5 
8. Atrial fibrillation 
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septal defect is the only congenital cardiac 
anomaly which is frequently associated with 
atrial fibrillation or paroxysmal auricular 
tachycardia. Atrial fibrillation does not 
usually occur until late in the course of the 
disease. The findings in our series are shown 
in table 3. 


Roentgenologic Findings 


The roentgenologic findings in atrial septal 
defects with a significant shunt are usually 
quite characteristic. Cardiomegaly is present 
in the majority of cases with right auricular 
and right ventricular enlargement. An ostium 
primum defect should be suspected in any 
case presenting significant left ventricular en- 
largement. Left auricular enlargement is seen 
only late in the course of these defects after a 
right to left shunt has occurred. The in- 
crease in pulmonary vascularity is frequently 
quite striking and is accompanied by large 
branches of the main pulmonary artery. A 
hilus dance is present on fluoroscopy in a 
high percentage of cases. The aortic knob is 
small in the majority of cases. The findings 
in 50 of the 57 cases of this series are shown 
in table 4. 


TABLE 4 


ROENTGENOLOGIC FINDINGS IN 50 CASES OF 
ATRIAL SEPTAL DEFECT 


Heart Size 
CT Ratio 50% or more 40 
CT Ratio less than 50% 10 
Chamber Enlargement RA RV LA LV 
Normal Size 2 2 47 38 
Enlarged 1+ 15 10 3 ll 
2+ 21 19 
3+ 1l 16 
44 1 3 
Pulmonary Vascularity 
Normal 3 
Increased 1+ 12 
2+ 16 
$+ 15 
44 4 
Main Pulmonary Artery 
Normal 3 
Enlarged 1+ 7 
2+ 18 
3+ 18 
4+ 
Hilus Dance 
Yes 29 
No 5 
Not mentioned 16 
Aorta 
Normal 138 
Small 36 
Enlarged 1 (also had 
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Laboratory Diagnosis 


Cardiac catheterization is essential for 
establishing the diagnosis. An increase in the 
oxygen saturation of two volumes per cent 
from the superior vena cava to the right 
auricle is considered significant. 

The dye dilution technics are quite helpful 
in determining the presence and the magni- 
tude of the interatrial shunts. 

Angiocardiography may be of some aid in 
the diagnosis of these defects. It may reveal 
early opacification of the left atrium and 
reopacification of the right atrium. It is most 
helpful in those infants who have a patent 
foramen ovale or atrial septal defect compli- 
cating an Ebstein’s disease, tricuspid atresia, 
or pulmonary stenosis. 


Courses and Prognosis 


The course and prognosis of individuals 
with interatrial septal defects vary consider- 
ably. In a recent review Campbell and asso- 
ciates® attempted to determine the course of 
atrial septal defects from a review of 100 cases. 
Infants with large defects tended to improve 
somewhat after the first 2 years. After infancy 
the majority of the patients led relatively 
normal lives for the next two decades. Even 
at 30 years of age about 85% were still doing 
well. By the fourth and fifth decades the 
majority were severely disabled. Congestive 
heart failure and pulmonary infarctions were 
the most common causes of death. The aver- 
age age of death was 40 years in Nadas’ 
series,? 36 years in Roesler’s,!® and 37 years 
in Burnett and White’s.2° However, there 
have been reports of patients living to the age 
of 70 or 80 years. 


Treatment 


Atrial septal defects can now be cured 
surgically. Although a low mortality rate is 
essential the method of choice must also be 
definitive. Whereas the closed methods may 
have a low mortality, there is a substantial 
prevalence of residual shunts which will re- 
quire a subsequent operation with a much 
higher mortality. Furthermore, the closed 
method does not lend itself well to correction 
of the unexpected defect such as anomolous 
venous drainage or ostium primum. For these 
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reasons cardiopulmonary by-pass with the 
pump oxygenator is the method of choice for 
repair of all atrial septal defects. The mor- 
tality should be less than 5% in proper hands 
(ostium secundum defects). 


Summary 


The characteristic features of atrial septal 
defects have been presented. The findings in 
57 cases were described with particular ref- 
erence to the electrocardiographic and x-ray 
picture. In the majority of cases a presump- 
tive diagnosis can be made with the 
correlation of the clinical, x-ray, and electro- 
cardiographic findings. However, a definite 
diagnosis depends on the findings on cardiac 
catheterization. The treatment of choice of 
all atrial septal defects is surgical closure 
using the cardiopulmonary by-pass with the 
pump oxygenator. 
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A Relationship Between Initial 
Therapy in Pulmonary Tuberculosis 
and ‘Treatment Failures 


ALEX SALIBA, M.D., and OREN A. BEATTY, M.D.,t Louisville, Ky. 


It seems quite clear that the end results of antimicrobial therapy in pulmonary tuberculosis are in 
a large measure dependent upon adequate therapy in the initial stages of the disease. 


THE PURPOSE OF THIS STUDY on medical and 
surgical tuberculous patients is to evaluate the 
results of initial treatment with the more com- 
monly known antimicrobial agents when used 
in conventional doses. The prevalent doses of 
drugs used on these patients were as follows: 
streptomycin 1 Gm. twice a week, INH (iso- 
niazid) 100 mg. three times a day, PAS (p- 
Aminosalicylic acid) 6 to 10 Gm. daily in 
divided doses; the most common combina- 
tions were streptomycin twice a week with 
isoniazid daily or isoniazid daily with PAS. 
Several reports have shown that certain com- 
binations can produce inferior therapeutic 
results, for example, streptomycin bi-weekly 
combined with INH or PAS being less effec- 
tive than other combinations, particularly 
those including streptomycin daily.1? 

The period for study was selected at ran- 
dom but with a view to providing a follow-up 
of at least 2 to 3 years in all patients. It also 
coincides with the publication of results from 
the first comprehensive therapeutic trials in 
tuberculosis carried out by the British Medical 
Research Council. 

The following review covers 196 tubercu- 
lous patients treated by medical and surgical 
methods and discharged from this institution 
between June, 1955, and June, 1956. Many of 
these patients had had treatment elsewhere 
prior to admission here. Three hundred and 
sixty-four case histories of the above year 
were actually examined. One hundred and 
forty-eight were excluded as irregular dis- 
charges, nontuberculous problems, etc. The 
discharge rate against medical advice was ap- 
proximately 289%; however, the patients who 


-_s the District Two State Tuberculosis Hospital, Louis- 


had an irregular discharge but had had more 
than 7 months chemotherapy here, have been 
included in this study. Twenty patients could 
not be traced and have been eliminated from 
the study. The remaining 196 have been fol- 
lowed up to the present time and are analyzed 
in this paper. 

Studies of drug susceptibility were not 
available on these patients, but the serious 
significance of a persistently positive sputum 
after long periods of chemotherapy will be 
stressed. 

The group studied is divided into 68 pa- 
tients treated medically alone and 128 pa- 
tients who required some form of thoracic 
surgery. 

As is seen in table 1, 41 of the medical 
group were classified far advanced cases of 
pulmonary tuberculosis, 26 as moderately ad- 
vanced, and one as minimal. The length of 
stay in this hospital varied from 7 to 29 
months. Sixteen patients (23%) had further 
reactivation of disease requiring hospitaliza- 
tion since their discharge; a number of these 
recovered after further therapy. There were 
13 deaths in this group, 9 of them being from 
pulmonary tuberculosis. Forty-three patients 
(63%) were well on review. Fifty-four patients 
initially had sputum positive for tuberculosis 
on admission here. Twenty-one patients were 
still positive on discharge or transfer or death 
(Table 2). Thus, 38% had failed to convert 
the sputum in spite of prolonged chemother- 
apy. Fifty-seven out of the 68 patients in this 
group were treated almost entirely with bi- 
weekly streptomycin and daily isoniazid or 
PAS. 


Of the 128 surgical patients, 86 were classi- 
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TABLE 1 
ANALYSIS OF MEDICAL CASES 
Hospital Mortali 
Number of Stay ud Well on 
Classification Cases (Months) TB Other Relapse i 
Far Advanced 41 
Moderately Advanced 26 7-29 9 a 16 43 
(23%) (63%)* 

Minimal 1 

Total 68 


*This includes some cases also in the “relapse” column who recovered following further treatment. 


fied as far advanced, 31 as moderately ad- 
vanced and one as a minimal case of pul- 
monary tuberculosis. The length of stay in 
this hospital varied from 3 to 29 months. The 
various types of operations performed are out- 
lined in table 3. The term monosegmental is 
used here to imply resection of one segment 
or one wedge. Multiple resection is used com- 
prehensively to include the resection of more 
than one segment, more than one wedge, more 
than one lobe, or a combination of either of 
these. The more frequent operations were 
lobectomy (34) and multiple resection (39). 
The sputum was initially positive on admis- 
sion in 77 of these cases; it was still positive 
on transfer or discharge or death in 21 cases 
(27%). Reactivation of disease subsequently 
occurred in 19 patients. There were 10 post- 
operative deaths; one patient committed sui- 
cide after a postoperative psychotic reaction, 
and one died 4 months after operation, fol- 
lowing a massive tuberculous spread post- 
operatively. The postoperative complication 
rate was 16%, that is, those cases requiring 
further surgical treatment. One of the patients 
developed a postoperative schizophrenic reac- 
tion, but the most common type of complica- 
tion encountered was that of bronchopleural 
fistula (Table 3), as with similar experiences 
reported by other authors. One hundred and 
one patients are well on review (79%) though 
a few have had positive sputum intermit- 
tently and therefore are also included under 


failure to convert. The indications for opera- 
tion were persistent cavitation in 57 cases, 
bronchiectasis, destroyed lung or fibrocaseous 
disease, etc. in 45 cases. Resected specimens 
were reported as showing “active disease” from 
68 patients, and “inactive or quiescent di- 
sease” from thirty. The treatment in 114 of 
this group consisted almost entirely of bi- 
weekly streptomycin and daily INH. 


In a substantial number of cases a positive 
sputum persisted in spite of many months of 
combined chemotherapy and surgical treat- 
ment in some of the cases. The probable rea- 
son for this is inadequate therapy given initi- 
ally. Success in the medical group would de- 
pend on the patient’s cooperation to some 
extent. However, as long as the patient is 
taking the drugs prescribed, we feel it de- 
pends mainly on susceptibility of the bacilli 
to these drugs and the adequacy of the chemo- 
therapy reaching the bacilli. In the surgical 
group it would depend on various factors 
such as the surgery technic, anesthesia, length 
of operation time, postoperative care, etc.; but 
here again much depends on whether the 
chemotherapy given initially has been ade- 
quate, and whether or not the bacilli had de- 
veloped a drug resistance prior to the patient's 
coming to operation. 

In the medical group, of 25 cases of relapse 
and tuberculous deaths, the treatment con- 
sisted almost entirely of streptomycin bi- 
weekly and INH daily or PAS in 22. This 


TABLE 2 
BACTERIOLOGIC STATUS (ALL CASES) 


Admission Sputum Final Sputum State Failure to Convert Number 
POS. NEG. POS. NEG. Per Cent of Cases 
MEDICAL 
54 14 21 47 38% 68 
SURGICAL 
77 51 21 107 27% 128 
131 65 42 154 32% 196 
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TABLE 3 
ANALYSIS OF SURGICAL CASES 
Disease Postoperative Complications Mortality 
Classification : Spread or Reactivation Weill 
Type of B-P Fistula Reacti- ‘ter op- on 
Surgery FA. MA MIN. Total Empyema vation Others Discharge erative Other Review 
Thoracoplasty 9 3 =; 12 
Lobectomy 24 10 = 34 
tal 15 2 3 19 10 3 101° 
resection 3 14 1 18 (79%) 
tiple 
Pneumonectomy 23 23 
Paulino 
procedure 2 2 
Total 86 41 1 128 


*Includes some cases from the “postoperative complications” and “‘reactivation’’ columns who recovered following further treat- 


same treatment was given to 34 of the 48 
patients who had reactivation of disease, post- 
operative complications and deaths in the sur- 
gical group. The patients treated with PAS 
daily and isoniazid daily as initial treatment 
did not provide a number large enough to 
watrant any satisfactory conclusions. How- 
ever, from these data it seems fair to assume 
that these combinations of drugs have been 
inadequate as initial treatment for a substan- 
tial percentage of these patients. This would 
confirm the findings of the British Medical 
Research Council and others in this country 
and elsewhere. Kass and others? have analyzed 
case material with regard to the conversion of 
sputum after 5 to 8 months of therapy; the 
Veteran’s Administration group with INH 
and PAS daily had a sputum conversion of 
85%; with intermittent streptomycin and 
INH daily, 68%; and with intermittent 
streptomycin and daily PAS, 58%; the corre- 
sponding figure in the authors’ hands being 
a 100% conversion rate using a high strepto- 
mycin, high isoniazid combination. 

A great deal is being written about modern 
chemotherapy of pulmonary tuberculosis. It 
has been demonstrated that the use of strep- 
tomycin bi-weekly with isoniazid daily or 
PAS daily results in a higher incidence of 
drug resistance and cannot be recom- 
mended as initial treatment. Indeed PAS with 
isoniazid, both used daily, has been shown to 
be superior to such a combination in the 
trials referred to in the opening paragraphs. 
Many authorities today are in favor of strep- 
tomycin daily and isoniazid daily in adequate 
dosages as initial treatment in pulmonary tu- 
berculosis. High dosage of INH is gaining in 


favor in an effort to obtain adequate levels of 
serum isoniazid for most patients. In this re- 
spect remarkable success has been reported 
from the National Jewish Hospital at Denver 
and a few other centers. Reports from that 
hospital show a sputum conversion rate in 
over 99% of cases initially treated at that hos- 
pital. The sputa of these patients were all 
positive for typical Mycobacterium tubercu- 
losis on admission and the bacilli were sus- 
ceptible to isoniazid, streptomycin and PAS. 
The most effective combination found by that 
hospital is the use of a combination of high 
dosages of streptomycin and isoniazid.2* PAS 
is used to raise the level of microbiologically 
active serum isoniazid in cases in which there 
is rapid inactivation of this drug. Pyridoxine 
is given with high INH dosage to protect 
against neuropathy. In the past year we have 
used a high INH—daily streptomycin regimen 
in all newly diagnosed cases of far advanced 
tuberculosis. Our sputum conversion rate has 
also been 100 per cent. 


Berte and associates® have described the 
combination of PAS daily with high dosage of 
isoniazid as providing superior results in all 
phases of the clinical evaluation when com- 
pared with a regimen of low dosage of iso- 
niazid and PAS. The same authors note that 
adding streptomycin daily to a high dosage 
isoniazid-PAS regimen produced a greater 
percentage of closure of cavities, though there 
was no apparent difference in the bacteriol- 
ogic results. However, comparing these re- 
sults with those using streptomycin intermit- 
tently and with a low dosage regimen of INH- 
PAS, they suggest there are definite indica- 
tions for the substitution of streptomycin 
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daily and a high dosage of isoniazid in such 
combinations. Rothstein®é mentions two re- 
ports presented at the 17th Veterans Adminis- 
tration Armed Forces Conference on the 
“Chemotherapy of Tuberculosis.” These re- 
ports indicate that larger doses of INH with 
PAS (and pyridoxine) or high dosage of iso- 
niazid with streptomycin daily (with or with- 
out PAS) may be more effective than the 
more commonly used doses. 


There is thus an indisputable relationship 
between the choice of initial therapy and 
failure to respond to treatment in pulmonary 
tuberculosis. There is, moreover, no longer 
the need to withhold a major drug for future 
developments as there are today a sufficient 
number of drugs available should these be 
needed. Furthermore, to obtain maximum 
radiologic improvement and a negative status 
of sputum is the best possible preparation 
for surgery. A positive sputum is not always 
a deterrent to operation provided, however, 
there is adequate and appropriate coverage 
with chemotherapy. Today we have the choice 
of weapons whereby success can be achieved 
in nearly 100% of newly diagnosed cases. 
This would also eliminate the very serious 
problem of drug-resistant cases that are now 
being seen so frequently. There can be no 
doubt that many of these instances are caused 
by an inadequate therapy used in the initial 
period. As others have stated before, we be- 
lieve that intensive and appropriate drug 
therapy given at the beginning of treatment, 
together with adequate bacteriologic control, 
is the key to satisfactor, results in tubercu- 
losis management. 


Summary 


1. A study of 196 patients is presented. The 
treatment consisted of combinations of strep- 
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tomycin, isoniazid and PAS in conventional 
dosages. Usually it consisted of streptomycin 
bi-weekly with INH or PAS. The follow-up 
was 2 to 3 years in all cases. 


2. Of these patients, 128 had some form of 
thoracic surgery. The sputum failed to con- 
vert in 27 per cent. The rate of postoperative 
complications was 16%, most commonly bron- 
chopleural fistulas; the postoperative mor- 
tality was 7 per cent. One hundred and one 
patients were well on review. 


3. Among those treated medically only, 
there was a reactivation rate of 23%; some of 
these recovered after further treatment. The 
sputum failed to convert in 21 patients. Sixty- 
three per cent were well on review. 


4. The over-all failure of 32% to convert 
the sputum is attributed most commonly to 
the fact that initial therapy in these patients 
was probably inadequate. The present posi- 
tion with regard to high dosage chemotherapy, 
particularly a high dosage of streptomycin— 
high INH combination, is discussed. 


Acknowledgments 


We are grateful to numerous medical practitioners 
who readily supplied information requested. 


References 


1. Medical Research Council: Various Combinations of 
Isoniazid with Streptomycin or with PAS in the Treat- 
ment of Pulmonary ae Brit. M. J. 1:435, 1955. 

2. Kass, 1... Russell, W. F.; Heaton, A., Miyamoto, T., 
Middlebrook, G., and Dressler, S. H.: Changing Concepts 
in the Treatment of Pulmonary Tuberculosis, Ann. Int. 
Med. ws 744, 1957. 

3. Saliba, A., Kass, IL., Russell, W. F., Jr., Dressler, S. H., 
and Middiebrook, G.: Some Thoughts on Results Follow- 
ing Intermittent in Pulmonary Tubercu- 
losis, Dis. Chest. 36:49, 9. 

4. Russell, W. F., Jr., _ I., Heaton, A., Dressler, S. H., 
and Middlebrook, G.: Transactions of the 17th Confer- 
ence on the Chemotherapy of Tuberculosis, 1958, p. 71, 
Veterans Administration. 

5. Berte, S. J., Dewlett, H. J., and Schmidt, H. W.: An 
Evaluation of in Pulmonary Tuberculosis, 
Am. Rev. Tuberc. 78:773, 1958. 

6. Rothstein, E.: The 17th Veterans Armed 


Forces Conference on rapy of 
New England J. Med. 1958; Sy Rev. 
Tuberc. 1958. 


A 
It i 
Hoy 
use 
whi 
To 
Stat 
bra 
ma: 
the 
rect 
por 
400 
A 
hav 
inv 
— pro 
arti 
Nic 
any 
rep 
stat 
ing 
; 
me 
cyc 
tati 
ant 
poi 
hay 


Cryptococcosis (Torulosis) of the 
Central Nervous System Treated with 
Amphotericin B During Pregnancy 


CAPT. RONALD FELDMAN, USAF (MOC), Brookley AFB, Ala. 


It is too early to predict the ultimate prognosis in this case and thus the efficacy of treatment. 
However, the case report is published since it presumably is the first reported instance of the 

use of amphotericin B during the course of pregnancy. This is of interest because of the azotemia 
which may accompany the use of this antibiotic, though whether from nephrotoxicity or 

from a biologic competition with nitrogenous substances is not settled. 


ToRULOSIS OF THE CENTRAL NERVOUS SYSTEM 
has been a known clinical entity in the United 
States only since 1916, when Stoddard and 
Cutler described 2 cases that presented as 
brain tumors. Eleven years earlier, Hanse- 
mann, in Germany, had isolated fungi from 
the spinal fluid of a patient thought to have 
tuberculous meningitis. The disease has been 
recognized with increasing frequency in the 
last 20 years but the total number of cases re- 
ported in the American literature is below 
400.? 

About 10% of the cases of cryptococcosis 
have only pulmonary, or primarily pulmonary 
involvement. The remainder have primarily 
disease of the central nervous system.? The 
protean clinical manifestations are described 
in the various case reports, particularly in 
articles by Gendel, Ende, and Norman? and 
Nichols and Martin.t Torular meningitis 
should enter into the differential diagnosis of 
any case of meningitis or encephalitis. One 
report describing 4 cases of torular meningitis 
states that only one case of tuberculous men- 
ingitis was seen during the same period.1° 

Various drugs have been used in the treat- 
ment of cryptococcic meningitis, including: 
cycloheximide,® 2-hydroxystilbamidine,? _nys- 
tatin,? and the several chemotherapeutic and 
antibiotic agents.? Results have been disap- 
pointing. Of the published cases 80 to 90% 
have succumbed within a year. The longest 


known survival, reported by Beeson,’ was a 
patient who lived 16 years after the diagnosis 
was established. Recently, there have been 
several case reports advocating the use of 
amphotericin B (Fungizone) by the intraven- 
ous route. This agent is produced by an un- 
known species of Streptomyces. 


Encouraging reports have come from some 
authors,*-5,10,11,12 but others have had poor re- 
sults.?.9.13 There is, to my knowledge, no in- 
formation concerning the effect of this agent 
on pregnancy. Neither is there information 
about the placental transfer of the disease. 
Neuhauser and Tucker! reported 3 cases of 
diffuse cryptococcosis in newborns but the 
mothers were well. Gantz!* reported a case of 
torula meningitis diagnosed in a woman one 
month after she had delivered a normal child. 
This woman succumbed despite sterilization 
of her spinal fluid with amphotericin B. 

The following case report describes a wom- 
an who was treated for 5 months of a normal 
pregnancy and delivered a normal child: 

A. C., a 19 year old pregnant woman was admitted 


to the 2789th USAF hospital on Sept. 9, 1958, with a 
diagnosis of Torula meningitis.* 


Her illness dated to March, 1958, when she became 
pregnant and developed nausea, vomiting and head- 
ache. The symptoms became increasingly severe, and 


*The author wishes to thank Dr. Robert Mudd who 
initiated treatment at the Mobile Infirmary, and later 
transferred the patient to the 2789th USAF Hospital. 
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in July the family noticed that her eyes were “crossed” tremulousness and bilateral papilledema, somewhat uary a 
and she had a staggering gait. On July 25 she was more marked on the left. She had a Hgb. of 7 Gm, Feb. 10 
admitted to a civilian hospital and was found to have and a WBC count of 10,000 with 85% polymorphonv. spinal | 
ataxia, palsy of the 6th nerve on the left, and bilateral clear cells. There was present a mild proteinuria but and th 
papilledema. The deep tendon reflexes were depressed the BUN. was normal. Spinal puncture released clear protein 
and there were bilateral Babinski signs. She was fluid under elevated pressure. No cells or organisms serial § 
thought to have a posterior fossa tumor. Spinal punc- were found. The protein was 61 and the sugar 44 mg. She 
ture released 2 cc. of cloudy fluid which contained 150 per 100 cc. (Table 1 shows the findings serially on this mately 
cells per cu. mm. of which only 20 were polymorpho- admission.) contint 
nuclear. The protein was 86 mg. and the sugar 36 mg. The patient was started on iron parenterally. On point 
per 100 cc. Cultures were negative for pyogens and for — Sept. 12 she received 75 mg. of amphotericin B and fluid { 
acid-fast bacilli, but Cryptococcus neoformans was had a shaking chill followed by emesis. She became On M 
demonstrated on india ink preparation and was re- stuporous but no lateralizing signs appeared. A liter insister 
covered from cultures. (Table 1 shows the serial spinal of whole blood was administered and she improved 
fluid findings at that period of hospitalization.) markedly. During the next 2 weeks she had morning 

When she was admitted to that hospital the patient nausea and vomiting. The optic discs varied in ap. Cry 
was thought to be 4 months pregnant. She had a Hgb. pearance but were never flat. On Sept. 25 she began has b 
of 9.6 Gm. with a normal WBC count and differential to have hallucinations. She was given another 1,000 cc, Vario 
picture. The urine was essentially normal. Blood of blood, and daily infusions with 25 mg. of ampho- none 
chemical studies including BUN., sugar and electro- tericin B were resumed. She promptly improved and 4 h 
lytes were normal. Skull films and a chest x-ray film days later was fully oriented and had no papilledema. ey 
were also normal. Treatment was changed to 50 mg. of the fungicide on authe 

On July 28 a spinal catheter was inserted for con- _— alternate days. Her vomiting ceased and she began to progr 
tinuous drainage and the patient was started on gain weight for the first time during her pregnancy. treate 
amphotericin B. A daily intravenous dose of 25 mg. | On Oct. 17 she received her last infusion. Her second nancy 
was given over a 6 hour period in 5% dextrose and —- course of treatment had been 3 weeks in length using child 
water. She was also given tetracycline by mouth and an average daily dose of 25 mg. She continued to have . 
later by injection. Because of severe vomiting various occasional headaches and abnormal spinal fluid. On ages 
antiemetics were employed. On Aug. 13 the spinal Nov. 8 she had a grand mal seizure. Dilantin and fluid 
catheter was removed and amphotericin B was discon. | Phenobarbital were started. She remained fairly well ticall 
tinued. Papilledema was noticed to be less pronounced. |= and on Dec. 23 delivered a normal 6 pound male in- to ev 
Two days later treatment was resumed using 50 mg. fant. On Jan. 5, 1959, she was discharged from the tie 
daily. On Sept. 2, tetracycline was discontinued after 5 hospital. se 
weeks of use. On Sept. 9 she was transferred to the In mid-January, 1959, she had another grand mal — 
2789th USAF hospital after 6 weeks of amphotericin seizure and was seen at the Pensacola Naval Hospital. Broo 
therapy. An EEG. showed a diffuse dysrrhythmia and she was 


On admission she felt well but was disoriented as to again started on anticonvulsants. She had frequent 
time. Neurologic abnormalities were limited to general headache and vomiting during the remainder of Jan- 


TABLE 1 
SPINAL FLUID FINDINGS 
2 8 
ss SS est 3 3 
Spinal Fluid Findings During Admission to Local Civilian Hospital 
July 28 55 86 36 130 20 — POS POS Pyogenic and AFB 
200 30 — POS cultures—negative 
Aug. 6 — Pos POS 
Aug. 12 — POS POS 
Spinal Fluid Findings During First Admission to 2789th USAF Hospital 
Sept. 9 330 61 44 0 0 0 0 0 
Sept. 12 80 0 0 0 0 Hypotensive 
Sept. 25 220 103 40 0 0 0 0 0 1110000000 Gold sol 
Oct. 9 215 113 38 0 0 — 0 0 
Oct. 21 270 125 36 0 0 -- 0 0 
Oct. 31 245 125 —_ 0 0 == 0 0 
Nov. 19 195 102 36 0 0 — oO 0 
Dec. 17 — 124 a+ 12 3 — oO 0 
Spinal Fluid Findings During Second Admission to 2789th USAF Hospital 
Feb. 11 140 197 41 64 0 — 0 0 
Mar. 3 150 195 ~~ 2 0 os 0 0 
Mar. 11 170 175 a= 20 0 _ 0 0 


= 
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and was finally readmitted to our hospital on 
Feb. 10. She had no abnormal neurologic findings but 
spinal puncture revealed an elevated opening pressure 
and there were 64 mononuclears per cu. mm. The 
was 195 mg. per 100 cc. (Table 1 shows the 

serial spinal fluid findings.) 

She was again treated with amphotericin B, approxi- 
mately 50 mg. 3 times a week. Anticonvulsants were 
continued. The patient improved from a clinical stand- 

t and there was slight improvement in the spinal 
fluid findings. No organisms could be demonstrated. 
On March 12, 1959, she was discharged at her own 
insistence. 


Summary and Conclusions 


Cryptococcosis of the central nervous system 
has been fatal in 90% of the reported cases. 
Various drugs have been used in treatment, 
none with great success. In the last two years 
amphotericin B has been reported by several 
authors to have a favorable influence on the 
progress of torulosis.*18 We have recently 
treated a patient with this drug during preg- 
nancy without apparent ill effects on the 
child. Our patient had a fairly good clinical 
remission despite a persistently elevated spinal 
fluid protein. In an illness which characteris- 
tically has an intermittent course it is difficult 
to evaluate therapy. However, there is a sug- 
gestion that amphotericin B may have a bene- 
ficial effect. 


Brookley Air Force Base 
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Social Origins of Delusions: 


JOHN WARKENTIN, M.D., CARL A. WHITAKER, M.D., and 
THOMAS P. MALONE, M.D., Atlanta, Ga. 


The authors present an interesting avialysis of delusions which should 
be kept in mind when considering such symptoms in the patient. 


THE TRADITIONAL DEFINITION of a delusion, 
as given by Hinsie and Shatzky, is that it 
is a false belief, engendered without appro- 
priate external stimulation and maintained 
in spite of what to normal beings constitutes 
plain-as-day proof to the contrary. Similarly, 
Fenichel! defines delusion as a “misjudgment 
of reality, based on projection.” This is also 
how Kraepelin defined it, considering it the 
expression of a disorganized personality, and 
of no particular value. It was assumed that 
delusions were a hindrance to the patient. 
Nowadays, in psychoanalysis and _psycho- 
therapy, delusions are sometimes considered 
to represent resistance to the treatment. How- 
ever, as early as 1908, Jung? compared delu- 
sions to dreams, and stated that delusions 
could be interpreted so as to be useful in 
treatment. About that same time, Freud care- 
fully analyzed the delusions of Schreber, de- 
riving considerable insight from the patient's 
delusional material. Years later, in 1938, 
Freud? made the somewhat startling com- 
ment that a delusion may have in it the dis- 
tortion of an historically correct “kernel of 
truth.” 


In recent years, the psychoanalytic litera- 
ture has referred to delusions as beliefs found 
in relatively sick patients, beliefs which are 
heavily invested with affect, impenetrable, 
and necessary for the splinting of a weakened 
ego structure.23 Delusions are described as 
projections of the patient’s illness onto the 
environment, an economic way for the pa- 
tient to avoid recognition of the terrifying 
aspects of his crumbling reality by blaming 
others, or else as a form of fixed, wishful 
schizophrenic thinking. Delusions are thus 
seen as the extreme examples of pessimism 
or optimism, so rigidly held that the resulting 
sense of certainty reduces the patient’s anx- 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-Second Annual Meeting, 
New Orleans, La., November 3-6, 1958. 


iety. In all of this, the emphasis has been 
that delusional content is specific to the sick. 
ness of the patient. 

It is the purpose of this paper to emphasize 
the presence of a “kernel of truth” in de. 
lusional thinking, and especially to note that 
it arises out of the current experiences of the 
patient, and can be utilized in psychothera 
peutic work with the patient. 

We agree with Carl Jung’s early notation, 
relating the content of delusions to the con- 
tent of dreams. In both cases the manifest 
content is more or less unreal or fantastic, 
and the latent content must be sought more 
or less laboriously. Whatever the content is, 
it is specifically selected by the patient to 
express the peculiar character of his expe 
rience. We have recently been impressed by 
the additional concept that the content of a 
delusion is selective not only in what is pro 
jected, but also in terms of which particular 
part of the environment is the recipient of 


the projection. When a man has the delusion 
that his wife is promiscuous, for example, he 
has not only found an economical way to 
express his own promiscuous drives, but he 
also has identified his marriage as an etiologic 
factor in this disturbance. In fact, the delu- 
sion that his wife is promiscuous may indicate 
his correct perception of her feelings. At the 
same time, the wife is not driven into nev 
rotic decompensation, because he is obviously 
“talking crazy,” and her concern is treatment 
for his illness. When they finally arrive for 
psychiatric consultation, the husband's delu- 
sion presents prominently that he is sick and 
needs help with his sexual feelings. In add: 
tion, we have found repeatedly that the pe 
tient’s disturbance arose directly from 3 
reality situation, which the patient defined 
correctly in his delusional thinking. Hent 
we offer a modified definition of a delusion 
as follows: A delusion may be a false beli¢, 
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or it may be a correct belief; but in either 
case it is a fixed idea on the part of the 
patient for which he has no proof, from 
which he cannot be dissuaded by reason, 
which is precipitated by his current social 
situation in some direct way, and which con- 
stitutes a cry for help. 


A case fragment illustrating this definition 
developed as follows: A young man and his 
wife, after several years of marital discord, 
were on the verge of divorce. At this point 
the man developed the fixed idea that his 
wife was unfaithful, although he was com- 
pletely unable to find any proof for his de- 
lusion, and in fact could himself not under- 
stand how it was possible for her to leave 
the house and be unfaithful without his 
knowing it. Both persons were seen in psycho- 
therapy, and it was found that the wife had 
indeed managed to establish a relationship 
with another man, and had become unfaith- 
ful to her husband at about the same time 
that he developed his delusion. In other 
words, the husband decompensated emotion- 
ally in the course of the marital stress, he 
developed a delusion regarding his wife which 
could not be shaken by evidence, he sought 
psychiatric help as a result of his decompen- 
sation, and he also had a kernel of factual 
truth in the particular delusion which he 
developed. His thinking was delusional, and 
at the same time it was factually correct. He 
had properly perceived the feelings of his 
wife, but had decompensated in his own 
functioning as a result of the marital stress. 
Furthermore, the husband experienced less 
panic after he developed his delusion. The 
distortion of his thinking was a part of the 
“wisdom of his body,” which served to keep 
him sufficiently adjusted in society so that 
his decompensation did not progress to where 
he required hospitalization. His delusion was 
a projection of some of his own wishes to 
become promiscuous, which were completely 
unacceptable to him, so that he could ac- 
knowledge these wishes only in terms of an- 
other human being, in this case his wife. In 
the words of Masserman‘ his delusion was 
“the compensatory belief necessary to make 
his world seem a little more like the heaven 
he so ardently desired.” 


A second case fragment also illustrates the 
dual character of delusional thinking. As in 
the previous case, the delusion involved a 
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personal decompensation, and at the same 
time a factually correct perception of the 
social situation from which it arose. A middle- 
aged woman was dying of carcinoma during 
a period of months. As she became more ill, 
her husband gradually lost his sexual interest 
in her. She developed the fixed idea that he 
was trying to kill her with poison, despite 
the fact that he continued to be most so- 
licitous and was making every effort to pro- 
long her life and make her situation as happy 
as possible. In her final weeks, her delusional 
insistence that he wanted to kill her was very 
troublesome. He sought psychiatric consulta- 
tion because of his own anxiety in the situa- 
tion. Nothing more was heard from him for 
about a year, at which time he returned for 
psychotherapy. In the first interview he con- 
fessed that during his wife’s terminal illness 
he had begun going out with another woman, 
had fallen in love before his wife died, and 
had had repeated night dreams in which he 
murdered his wife. He had consciously wished 
that his wife would hurry up and die. 


In this second case fragment it is again 
evident that the wife’s delusion, that her hus- 
band wanted to kill her, represented both a 
psychiatric illness on her part, and a correct 
perception of her husband’s feeling. 


In summary, we wish to emphasize that 
delusional thinking arises not only from the 
life-long emotional disturbance of the patient 
who finally decompensates emotionally and 
intellectually, but is also largely determined 
by the current social situation of the delu- 
sional patient. The delusional distortion of 
thought processes is a way in which the pa- 
tient asks for psychiatric treatment, and at 
the same time identifies the specific area of 
life which is most disturbing. The delusional 
content is specifically selected in terms of 
both, the patient’s personality structure, and 
also the feelings and behavior of people near 
him. As with dreams, a given manifest con- 
tent may point to various significant areas 
in the patient’s experience. A careful inter- 
pretation and evaluation of delusional think- 
ing is, therefore, a valuable procedure for the 
psychotherapist in helping his patient to find 
a more satisfactory personality integration. 
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Discussion (Abstract) 


Dr. Charles Watkins, New Orleans, La. Dr. War- 
kentin and his associates have done us a service by 
again pointing out a fact, generally known by the 
laity, but frequently forgotten by those of us who, 
because of our specialized interest and training, have 
become preoccupied with psychogenetics. There is 
little doubt that there is a grain of truth in the 
paranoid delusion and that this grain of truth is 
found in the current situation. With our need to 
help the patient understand the irrationality of his 
belief, we sometimes fail to accept that part of it 
which is true and lose the opportunity to work 
through the irrational part with the patient. 

It seems strange that those of us who deal with psy- 
chotics and become so acutely aware of the sensitivity 
of the schizophrenic to the preconscious anxieties and 
tensions of the therapist should fail to see this fact. 
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Nonetheless such is the case. I would suggest that 
one of the difficulties responsible for this lack of 
recognition is the therapist’s reluctance to assess closely 
the ambivalence of the nonpatient. By that I mean 
the ambivalence of the environment including the 
psychotherapist. Many of us are unwilling to admit 
to the patient our own irritation toward them and 
our anger at their irrationality. Fortunately there are 
some therapists who are able to do this and the 
group presenting this paper is an excellent and 
unique example of that sort of therapist. Perhaps this 
is one of the reasons they have been able to discuss 
this very important problem, not only with their 
patients, I am certain, but also with us here today. 

I find nothing to criticize in this paper. I think it 
is well done and presents a point that could be carried 
on to many hours of discussion. I am aware that the 
authors have much more material than they have 
presented. It is my hope that they will report further 
on this subject. The presentation, however, is cer. 
tainly an introduction and one that I hope will 
stimulate others of us to give more thought to this 
very important subject. 
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A Study of a Protective Powder 


HARRY M. ROBINSON, JR., M.D.,t Baltimore, Md. 


The author gives his findings in the use of a powder which seems helpful in diaper rashes. 


UNDECYLENIC ACID, a weak organic acid, pos- 
sesses antipruritic and mild keratolytic action 
when applied to moist skin surfaces. Its action 
occurs when the salts, in contact with moist 
surfaces, are slowly hydrolyzed thereby releas- 
ing free undecylenic acid. Because of its bac- 
teriostatic and fungistatic action, undecylenic 
acid and its salts have been incorporated in 
many commercially available products advo- 
cated for the treatment of superficial mycotic 
infections. 

Under the direction of A. J. Vignec at the 
New York Foundling Hospital, a large scale 
clinical evaluation of a protective powder 
containing calcium undecylenate was initiated 
in 1953. He stated that the study was delib- 
erately initiated during the summer months 
when the incidence of “diaper rash” is great- 
est. One hundred sixty-eight infants without 
eruptions were treated with daily applications 
of the prepared protective powder, and 114 
infants without eruptions were treated with 
placebo powder. He stated that the develop- 
ment of eruptions in the group treated with 
the prepared protective powder occurred in 
12.5% of the patients whereas in the control 
group 21% developed eruptions. He reported 
a good therapeutic result in the majority of 
infants with mild eruptions and in approxi- 
mately 50% of the children with severe erup- 
tions. No adverse reactions were noted. 

This study was initiated to determine the 
efficacy of a powder containing calcium un- 
decylenate in the prevention and treatment of 
“diaper rash” in infants. 


The Study 


The Powder. The preparation submitted 


for study was composed of the following in- 
gredients: 


_ 


tFrom the Division of Dermatology of the Department of 
— University of Maryland School of Medicine, Balti- 


The materials used in this study were furnished by D: YY 
of the Maltbi y Dr. J. 
ee, Divison of Wallace 
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Per Cent 
By Weight 
Calcium undecylenate 15.0 
Talcum regular 41.0 
Talcum 10 micron 40.75 
Borax acid $.0 
Perfume 0.25 


The mixture is a soft, white powder which 
is insoluble in water but which clings to moist 
surfaces. It has a light pleasant odor. 


Patient Selection. One hundred forty-three 
infants, ranging in age from 2 weeks to 23 
months, were selected at random from pa- 
tients attending the well baby clinic of the 
University Hospital. Seventy-three of these 
children had no evidence of a skin eruption. 
Contact dermatitis of the diaper area was 
present in 26 patients, and intertrigenous 
eruptions, noncontact in origin, were present 
in 44 children. 

Method of Treatment. Mothers were in- 
structed to apply the powder lightly, without 
rubbing, to the diaper area each time the nap- 
kins were changed. The babies were bathed 
with a white floating soap and thoroughly 
rinsed. Diapers were washed in mild soap 
flakes and rinsed 3 times with warm clear 
water. Special baby oils, creams, and lotions 
were not used. Following bowel movements 
the children were cleansed with clear water, 
or mineral oil. The use of plastic or rubber 
pants was discouraged. 


The routine used in this study for the treat- 
ment of the children with seborrheic derma- 
titis is the same usually used in the Derma- 
tology Clinic for the treatment of other 
eczematous eruptions in children. In this 
study the protective powder was substituted 
for the corn starch powder normally used. Of 


TABLE 1 
RESULTS 
Total 
Diagnosis Cases Unchanged Irritated Improved 
Seborrheic dermatitis 
(Diaper rash) 70 8 2 60 
(Intertrigo) 
No eruption 73 69 4 
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the 70 patients with intertrigenous eruptions 
treated with the protective powder, 60 were 
definitely improved, 8 remained unchanged, 
and 2 developed evidence of local irritation. 
The adverse reaction subsided when the pow- 
der was discontinued. Sixty-nine of the pa- 
tients with normal skin, who were treated 
with the powder, did not develop any erup- 
tion, and 4 of these patients had irritation 
(Table 1). 


Comment 


The evaluation of such a product is partic- 
ularly difficult because accurate statistics are 
not available for the development of “diaper 
rash” in infants. It is also difficult to assess 
the difference in specific therapeutic virtues 
of placebo powders, corn starch, and the pro- 
tective powder containing calcium undecy- 
lenate. Undoubtedly the institution of the 
regimen of cleanliness previously mentioned 
was a major factor in the production of such 
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a high percentage of satisfactory results. The 
mild keratolytic action of undecylenic acid 
plus the moisture absorbing qualities of the 
powder are probably the factors responsible 
for the efficacy of this preparation in the 
treatment of seborrheic dermatitis in the dig. 
per area. The powder has a pleasant odor, 
and is a pharmaceutically acceptable prepara. 
tion. It is superior to corn starch and starch 
containing powders in absorptive properties, 
Because of its low sensitizing potential it is to 
be preferred to baby powders which contain 
antiseptics and other irritating substances. 


Conclusions 


1. The protective powder submitted for 
study is of value in the management of mild 
seborrheic dermatitis (diaper rash) in infants, 

2. Because of its low sensitizing potential, 
the protective powder is superior to baby 
powders containing various antiseptics which 
have irritating properties. 
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Primary Carcinoma of the Liver with 
a Report of a Kupffer Cell Sarcoma: 


PHILIP PIZZOLATO, M.D., and JOHN J. KISTLER, M.D.,+ 


New Orleans, La. 


THE INCIDENCE OF PRIMARY CARCINOMA Of the 
liver appeared to MacDonald,’ of Boston, to 
be on the increase. This included an observa- 
tion of four decades, from 1917 of 0.44% to 
the present decade of 0.72 per cent. An 
analysis of 16 reports of 131,476 autopsies, 
over a period from 1916 through 1957 re- 
vealed 390 cases with a percentage of 0.297.1-16 
The lowest incidence was reported in 1923 
by Clawson and Cabot® of one per 5,000 
autopsies or 0.02 per cent. The highest inci- 
dence was reported by Schupbach and Chap- 
pell of the Memphis Veterans Administration 
Hospital, of 14 instances among 797 autopsies 
or 1.76 per cent. We found 18 cases among 
1,747 autopsies or 1.02% (Table 1). 

This study is concerned with primary liver 
cell carcinoma (hepatomas), intrahepatic 
tumors with both liver cell and bile duct 
carcinomatous features (hepatocholangiomas) 
and one case of sarcoma. 


Clinical Notes 


The patients were from the New Orleans 
Veterans Administration Hospital, and were 
observed at autopsies from 1946 through 1957. 
They were all male patients with an average 


TABLE 1 
INCIDENCE OF HEPATOMAS IN U. S. 


Autopsies Hepatomas Per Cent 


Analysis of 16 reports 131,476 390 0.297 
Lowest percentage 5,100 1 0.020 
Highest percentage 797 14 1.760 
V.A.H., New Orleans 1,747 18 1.020 


*Read before the Section on Pathology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


_tFrom the Clinical Laboratory and the Medical Service, 
Veterans Administration Hospital, New Orleans, La. 


ol 53 years with extremes of 23 and 65 years; 
8 patients were negroes. The disease was 
insidious in onset and its course with few 
exceptions was rapidly downhill. The average 
onset of illness as ascertained by the patient 
was 4 months prior to admission with ranges 
of 2 weeks to 8 months. The chief complaints 
included upper abdominal pain, weakness, 
anorexia and weight loss. Eight patients had 
a history of chronic alcoholism. On admission, 
40% has obvious jaundice and ascites and all 
but one had a palpable liver. Ten patients 
had liver biopsies with a Vim-Silverman 
needle; 8 biopsies were interpreted as liver 
carcinoma, one was read as cirrhosis, and one 
was diagnosed as carcinoma from an unknown 
site. The length of life after the onset of ill- 
ness averages 5 months. Liver coma was the 
most common mode of exodus; 2 patients 
died from spontaneous rupture of a tumor 
nodule with massive peritoneal hemorrhage; 
5 died from hemorrhage from ruptured 
esophageal varicosities, and one patient died 
from hemorrhage following a biopsy of a 
tumor mass. 


Pathology 


The hepatomas in our series were similar 
to those reported in the literature. The 
tumors varied from the small nodular type, 
composed of centimeter sized nodules to the 
massive variety occupying a large portion of 
a lobe. The liver weighed from 1,500 to 
7,000 Gm. with an average weight of 3,300 
Gm. Our cases, on microscopic study, were 
similar to those described in the literature, 
that is, those with trabecular structures, ma- 
ture cell type, immature cell type and giant 
cell forms, and combinations with bile duct 
In addition, we observed a 
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TABLE 2 


SURVEY OF MALIGNANCIES DURING 1946- ed 
VETERANS ADMINISTRATION HOSPITAL 
NEW ORLEANS, LA. 


Per Cent 
Total Autopsies 1747 
Lung 167 9.0 
Gastrointestinal 152 8.1 
Lymphoma, etc. 108 6.0 
Mouth, pharynx, etc. 74 4.3 
Brain 63 3.6 
Miscellaneous 159 9.1 
Hepatoma 18 1.02 
Total primary malignancy 7Al 
Hepatoma: Total malignancies 18: 741 2.4 


sarcomatous variant which we believed was 
derived from Kupffer cells similar to 
Burston’s.!7 

Metastases to various organs were common 
in this series. Lungs were the most common 
site, occurring in 11 instances; metastases to 
the adrenal and lymphnodes, each in 5 cases: 
peritoneal seeding in 3 instances; to the bone 
in 2 instances; and to the heart and kidney, 
one each. The tumor invaded the portal vein 
in 10 patients, inferior vena cava in 4 cases 
and the right auricle in one patient. 

As a comparison with other primary malig- 
nancies, hepatomas were relatively uncom- 
mon, making up only 2.4% (Table 2). 


Eleven patients with hepatomas had cir- 
rhosis. During the period of this survey, 


FIG. 1 


Liver cells are lined by hypertrophied oi cells, a few 
of which also lie free in the sinusoids. (H. & E. x 380.) 
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The Kupffer cells are beginning to elongate and many are 
lying free in the sinusoids among the atrophic liver cells. 
(H. & E. x $80.) 


autopsies were performed on 77 patients with 
Laenec’s cirrhosis. One patient had a hepa- 
toma associated with hematochromatosis with 
large quantities of demonstrable iron in all 
tissues. The tumor was associated with 9 
cases of esophageal varicosities, and 5 patients 
had large quantities of blood in the stomach. 


Because of the rarity of Kupffer cell sar- 
comas, this case is being presented in detail. 


FIG. 3 


The Kupffer cells are polyhedral with large vesicular and 
“pea nuclei and are free in the sinusoids. (H. 
x 
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The patient was a 64 year old white man who, 2 
months prior to admission developed a low-grade 
fever, cough, and malaise. Later, he developed epi- 
gastric pain and abdominal swelling. 

Past history revealed that in 1936 he was in another 
hospital for jaundice and ascites. He drank 6 to 12 
bottles of beer daily and 1% pint of whiskey per week. 

Physical examination showed spider angiomas over 
the neck. The liver was enlarged and tender. An ele- 
vated diaphragm was noted on x-ray study of the 
chest. Laboratory findings were: leukocytes of 16,600 
per cumm. with 93%, neutrophils; serum albumin 
and globulin were 2.9 Gm.% each; serum bilirubin, 
2.7 mg.%; cholesterol, 176 mg.%; alkaline phosphatase, 
9.4 units; bromsulphalein retention of 439%; urea, 53 
mg. per cent. 

Course in hospital. The patient was given cortisone, 
but developed ascites rapidly and a volume of 2,600 
cc. of ascitic fluid was removed. Shortly afterwards, 
the patient went into coma, vomited brown coffee 
ground material and expired. 


Necropsy Findings 


The peritoneal cavity contained 500 cc. of a pale 
yellow fluid. The liver weighed 3,175 Gm. with a 
prominent dome-like protuberance on the _ inferior 
border. The cut sections showed numerous soft 
hemorrhagic nodules, 1.0 to 2.0 cm. in diameter. The 
intervening areas were cirrhotic. There was no inva- 
sion of the blood vessels by the tumor. Microscopically, 
there was a proliferation of cells adjacent to the liver 
cords where the Kupffer cells were normally encoun- 
tered. These neoplastic cells separated from the 
nearby liver cells and resembled cuboidal cells with 
large vesicular nuclei. They subsequently became 


FIG. 4 


The Kupffer cells are elongated with spindle-sha nuclei 


and eosinophilic cytoplasm. They are compact with no ob- 


vious supporting stroma or blood vessels. (H. & E. x 380.) 
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The Kupffer cells appear sarcomatous and are forming spaces 
which are partially filled with blood. (H. & E. x 380.) 


elongated to produce masses of sarcoma cells. In some 
areas they arranged themselves suggestive of blood 
vessels. Mitoses were infrequent. The stroma was 
scant. No metastases were observed (Figs. 1 to 5). 


Summary 


Eighteen cases of primary carcinoma of the 
liver were encountered among 1,747 autopsies, 
a frequency of 1.02 per cent. The most com- 
mon associated pathologic process was cir- 
rhosis which was present in 61% of those with 
carcinoma of the liver cell. Upper abdominal 
pain, weakness, anorexia and weight loss were 
the prominent symptoms and the diagnosis 
was made by needle biopsy in 8 instances. A 
case of Kupffer cell sarcoma was presented. 
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Utilization of the Short Saphenous 
Vein in Cut Down Procedures 


BANNING GRAY LARY, M.D.,t Miami, Fla. 


IN CRITICALLY ILL PATIENTS the readily avail- 
able veins are frequently destroyed by re- 
peated intravenous infusions. It is the purpose 
of this report to call attention to a constant 
vein which can be utilized for insertion of a 
canula under these circumstances. 

The short saphenous vein is formed by the 
veins in the dorsum and plantar surfaces of 
the foot. It passes posterior to the lateral mal- 
leolus and ascends superiorly in the sub- 
cutaneous tissue to the popliteal space where 
it transgresses the deep fascia to enter the 
popliteal vein. 

Technic. A one inch intracutaneous wheal 
is made with a local anesthetic midway be- 
tween the posterior border of the lateral mal- 
leolus and the Achilles tendon. A longitudal 


+From the Department of Surgery, University of Miami 
School of Medicine, Miami, Fla. 


Phot 
the sural nerve. 


incision is made through the skin and the 
small venous branches visualized (Fig. 1). The 
major trunk of the short saphenous vein lies 
in the loose adipose-areolar tissue in this area. 
Frequently the small venous tributaries can 
be traced to the short saphenous vein and 
used to differentiate this vein from the sural 
nerve which lies more posterior. Once the 
vein has been identified, the canula or cathe- 
ter is inserted in the usual manner. Since the 
short saphenous vein communicates directly 
with the deep veins of the leg, it is important 
that the canula be removed before an ascend- 
ing phlebitis occurs. It has been our practice 
to use this vein for no longer than 48 hours. 

Summary. A method is described wherein 
the short saphenous vein is utilized by a cut 
down procedure for the administration of 
parenteral fluids. 


Short suphenous 
vein 
Sural nerve 


ograph and line drawing which demonstrate a polyethylene catheter in the short saphenous vein and the relationship of 
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Radiographic Findings 
Disease 


L. BLUM, M.D., and H. NATHAN, M 


THIS CLINICAL ENTITY, described first in 1907, 
is being reported more and more often in the 
world literature, 70 cases according to latest 
articles. However, very few cases have been 
found in females, and arthritis, clinically evi- 
dent, has resulted in radiographic changes in 
very few instances.2 These 2 unusual situa- 
tions prompt the report of this case. We will 
deal mainly with the radiographic findings. 


Pathogenesis 


The etiology of this disease is unknown; 
however, the pathogenesis resembles, to some 
extent, that of histiocytosis. Some believe that 
this disease may be “another manifestation of 
rheumatic state or coilagen disease.” Allergy,‘ 
chronic infectious lymphadenitis> also have 
been considered, while Whipple believed that 
it was the result of defective fat metabolism. 
Others, like Puite,* think that a genetic factor 
is involved. 

The main pathologic change is deposition 
of foamy macrophages containing glycopro- 
tein. Identical types of cells are found dissemi- 
nated through mesenteric and_ peripheral 
lymph nodes, liver, and at the site of inflam- 
mation of endocardium and elsewhere.* The 
glycoprotein is identifiable with the Schiff's 
periodic acid stain. Lipoid deposits, until re- 
cently considered incorrectly to be the basic 
pathologic lesion,” accounted for the mis- 
nomer “lipodystrophy.” 

The infiltration of macrophages results in a 
thickened mucosa in the small bowel, and the 
same mechanism causes lymphadenopathy 
through the body. The joint changes are usu- 
ally those of polyserositis, although rarely de- 
struction of joint cartilage and bone may oc- 


+From the Departments of Radiology, Jefferson Davis Hos- 
pital, and Baylor University College of Medicine, Houston, 
‘Texas. 


in Whipple’s 


.D.,+ Houston, Tex. 


cur probably secondary to pannus formation, 
The serosa lining of any of the body cavities 
may be involved with effusion; thus ascites, 
and pleural and pericardial effusion may be 
found as well as increased synovial fluid. 


Clinical and Laboratory Findings 


Clinical signs and symptoms such as poly- 
arthritis, diarrhea, weight loss, abdominal 
pain, bloating, fatty stools, chronic productive 
cough, enlargement of lymphatic nodes, emaci- 
ation, hypotension, purpura, pigmentation of 
the skin, edema, fever, disorders of the central 
nervous system are associated and frequent in 
this disease.? It has a downhill course that 
leads to death within a few years. The usual 
onset occurs with diarrhea (50%) or arthritic 
symptoms (50%), both of the symptoms some- 
times occurring together, but there is no defi- 
nite pattern. 

Other abnormalities are found by means of 
laboratory studies. These are: anemia of a 
hypochromic or normochromic microcytic 
type; defective fat absorption and decreased 
or absent absorption of protein; gastric 
achlorhydria; increased fecal fat; flat oral 
glucose tolerance curve;! hypocalcemia. 


Radiographic Findings 


From the radiographic standpoint, there are 
2 kinds of changes that should lead to the sus 
picion of this entity,—these are changes in in- 
testinal pattern and findings not related to 
the intestine. Martel and Hodges! describe 
very carefully all of the possible changes en 
countered in the small intestine. It seems, 
however, that the main radiographic findings 
are thickening of the mucosal folds and seg- 
mentation and flocculation of barium. Ab 
sence of dilatation of the lumen of the bowel 
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and lack of involvement of the stomach or 
colon represent negative signs which are sug- 
gestive. The “moulage sign’® described as 
“missing of the valvulae conniventes and 
smooth filling of the lumen, as though wax 
had been poured into it and allowed to 
harden,” although detected in advanced cases,! 
was not seen in ours. 

The extraintestinal manifestations are cer- 
tainly striking and they are recognized as en- 
largement of lymph nodes in the hilar re- 
gion, mediastinum and retroperitoneal space.” 
There may also be true arthritic changes 
manifested by narrowing of the joints, serra- 
tions of articular surfaces, and sclerosis af- 
fecting particularly sacro-iliac and hip joints 
which are compatible with the Marie Striim- 
pell type of arthritis;? some articles have 
spoken of these findings as “arthritic-like 
changes.”!° In the case presented here, the 
findings were compatible with those seen in 
advanced rheumatoid arthritis and developed 
rapidly. In a period of 16 months, the normal 
appearing shoulder joints developed pro- 
nounced re-absorption of the humeral heads, 
widening of the glenoid fossa, osteoporosis 
and radiographic impression of subluxation 
of the left shoulder. Mild changes consisting 
of osteoporosis and slight narrowing of the 
joint spaces were seen in both wrists. 


Differential Diagnosis 


It is true that similar radiographic abnor- 
malities of the bowel can be found in such 
diseases as sprue, tropical or nontropical, 
steatorrhea of pancreatic origin, chronic in- 
flammation of the small bowel, scleroderma, 
amyloidosis, or in any tumor or condition 
that involves the retroperitoneal space and 
consequently obstructs the free flow of lymph 
through this route. However, the bone or 
joint abnormalities described are not caused 
by these diseases. In every one of the above 
mentioned diseases, there are other roentgen- 
ographic, clinical and laboratory signs that 
may help to reach the correct diagnosis. 

In sprue, as opposed to Whipple’s disease, 
both the small and large bowel are dilated 
and macrocytic anemia is almost a constant 
finding. In steatorrhea of pancreatic origin, 
flocculation and segmentation of barium plus 
some degree of dilatation in the small intes- 
tine may be seen, but very rarely are such 
marked changes noted in Whipple's disease. 
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In idiopathic steatorrhea roentgen changes in 
the small intestine, colon, gallbladder and 
bony skeleton are identified.8 The “moulage 
sign” is more characteristically seen here; the 
colon is dilated and redundant; there is faint 
visualization of the gallbladder with contrast 
media; and dwarfism, bone deformity and 
osteoporosis are present. 

Scleroderma of the gastrointestinal tract is 
most commonly found in the esophagus, 
though the lower segments of the gastrointes. 
tinal tract may be involved later. 

Tumors of retroperitoneal space which pro- 
duce displacement of the loops of the bowel 
or other organs are immediately suspected 
but, if displacement is not produced, they can 
give a picture similar to that of Whipple’s dis- 
ease. However, arthritic changes are unlikely 
to be part of the tumor picture. 

Amyloidosis can give thickening of the mu- 
cosal folds.11 In the early phases of chronic 
inflammation of the small bowel, the mucosal 
folds may be thickened;!* in addition, loops 
are rigid and separated from one another due 
to increased thickness of the wall, and there is 
no segmentation. In Whipple’s disease there 
is no ulceration of the mucosa as may occur 
with inflammatory lesions. 


Case History 


R. R., a 38 year old white housewife, complained of 
loose, foul stools, brown, floating, malodorous, volum- 
inous and greasy, for 6 years. There had been progres- 
sion of the disease with 9 different periods of hospital- 
ization. 


The symptoms began with complaints of chills, 
fever, nausea, vomiting, and abdominal cramping. The 
blood pressure oscillated with a minimum of 100/65 
to a maximum of 135/75. As time passed, emaciation 
and marked loss of weight from 110 pounds to 70 
pounds occurred. The final attack of diarrhea occurred 
in June, 1958, with constant abdominal gaseous dis- 
tention and a steadily increasing pitting edema until 
the patient finally expired on Sept. 8, 1958. 

On different occasions, the patient presented bright 
red spots on the arms and wrists; the skin was pale 
but with yellowish-brown pigmentation. A chronic 
productive cough was constantly present. In December, 
1956, the cervical glands of the I<ft side of the neck 
were tender and enlarged. In January, 1957, she com- 
plained of pain in the right shoulder, but x-ray studies 
revealed negative shoulder joints. This pain progres- 
sively increased and spread to other joints, including 
elbow, wrist, and joints of the fingers and hands, 
which showed occasional redness, edema, swelling, and 
tenderness. Repeated radiographic studies of the G.I. 
tract, urinary system and bones failed to demonstrate 
any abnormality except for one study of the small 
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Marked accentuation of the valvulae conniventes due to infil- 
tration of the mucosa by macrophages but without evidence 
of dilatation of the lumen of the bowel. 


bowel that was reported as showing a pattern con- 
sistent with “nontropical” sprue. A more careful and 
retrospective study of the jejunum and ileum present- 
ed thickening of the mucosal folds but with a normal 
width of the lumen; segmentation and flocculation of 
barium were present but not a prominent feature. No 
pathologic changes of stomach or colon were seen 
(Figs. 1 and 2). 

Radiographs of the joints demonstrated marked 
rheumatoid-like changes (Figs. 3, 4 and 5). There was 
an impression of chronic subluxation of the left shoul- 
der. Clinically, there was no rotatory motion in the 
left shoulder and decreased motion of the elbow. 

Laboratory studies demonstrated iron deficiency 
microcytic anemia, probably due to chronic blood loss. 
The total serum protein was 7.8 Gm. in March, 1956, 
and progressively dropped to 5.7 Gm. prior to death. 
The A-G ratio showed some decrease from 4.3:3.5 to 
2.9:2.8. The fasting blood glucose was 77 mg. per 100 


FIG. 2 


The bowel lumen has maintained a relatively normal width, 
although thickening of the valvulae conniventes is again a 
prominent finding with some associated segmentation and 
minimal flocculation. This examination was made 3 months 
after one illustrated in Fig. 1. 
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FIG. 3 


The most prominent feature is osteoporosis and atrophy of 
the soft tissues. Minimal narrowing of the interphalangeal 
joints and moderate narrowing of the wrist joints are also 
present. 


cc. A radioactive Schilling test gave a normal vitamin 
B,,. uptake. A triolein test dose of 100 millicurie in #4 
cc. of peanut oil gave a result interpreted as poor fat 
absorption. 

The VDRL. test was negative. In the cerebrospinal 
fluid the protein was 34 mg., glucose, 49 mg., and 
chloride, 121 mg. per 100 cc. The Pandy test was nega- 
tive, as was the colloidal gold curve. 


FIG. 4 


The bilateral bony resorption of the humeral heads and of 
the glenoid fossas, with slight cephalad subluxation, § 
well shown. 
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FIG. 5 


View of the left shoulder demonstrates the marked bony 
resorption with the resultant shallow glenoid fossa and slight 
subluxation. Cystic changes can be seen in the humeral head. 


In April, 1957, a new factor was added to the clinical 
picture consisting of muscular twitches in the neck and 
arm of the right side. These were involuntary move- 
ments involving the head, upper limbs, neck, and low- 
er limbs, occurring about once per second, rhythmical 
and slow, accompanied by turning of the head to the 
right, flexion of both forearms, and flexion extension 
of the left foot. A few months later, a surgical chemo- 
pallidectomy was recommended, but this procedure 
was never performed. On different occasions, many 
provisional diagnostic possibilities ‘were considered. 
They were: insufficiency of the pancreas due to ex- 
ternal secretions, pellagra, pernicious anemia, idio- 
pathic steatorrhea, secondary sprue, Addison’s disease, 
Simmond’s pan-hypopituitarism, and occult malig- 
nancy. 


The dyskinesia also was given different diagnostic 
possibilities. Among them were: Wilson’s disease, park- 
insonism, Huntington’s chorea, chronic hypocalcemia, 
hysteria and “conversion reaction.” 

The patient expired and the final pathologic report 
included the following as the most important anatomic 
findings: 

“Intestinal lipodystrophy” (Whipple’s Disease). 

Macrophagocytosis and lipidosis of mucosa of duo- 
denum, jejunum, ileum and proximal colon. 

Lipogranulomatosis of mesenteric and adjacent re- 
troperitoneal and mediastinal lymph nodes. 
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Obliterative macrophagic lymphangitis of mesentery 
and of liver (portal triads). 


Pericarditis, chronic fibro-adhesive. 
Massive focal subacute necrosis of liver. 
Pneumonia, focal bilateral. 


Septicemia (terminal, possibly Ecch. coli—autopsy 
culture) . 


The patient’s death was attributed to pneumonia 
and septicemia superimposed on extreme cachexia. 


Summary 


One of the very rare cases of Whipple’s dis- 
ease in a woman, with marked changes in the 
small bowel and joints, is presented. 


Changes in the small bowel were thickening 
of mucosal folds, segmentation and floccula- 
tion of barium, but no dilatation of the 
lumen of the bowel or involvement of any 
other segments of the gastrointestinal tract. 
The changes in the shoulder joints were ex- 
tremely marked, developed rapidly, and _ re- 
sembled the changes usually associated with 
rheumatoid arthritis. A central nervous system 
syndrome, unexplained but sometimes seen in 
this disease, was also present. 
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Reactions of Soft Somatic Tissue 
Which May Progress to Bone 


Formation: Circumscribed (Traumatic) 


Myositis Ossificans* 


W. S. GILMER, JR., M.D., and 


LEWIS D. ANDERSON, M.D.,t Memphis, Tenn. 


Myositis ossificans is a term about which there is much confusion. It is used here in a sense 
related to the formation of new bone following trauma to soft tissues. The lesion may appear 
at several anatomic sites dependent upon circumstances. 


THE TERM “myositis ossificans” is unsatisfac- 
tory in several respects, but it has the substan- 
tial advantage of long usage and wide accept- 
ance. Although the process may be imperfectly 
understood, the reference of the term is clear. 
It refers to the localized formation of hetero- 
topic, non-neoplastic bone or cartilage that 
results from physical trauma and usually oc- 
curs in or adjacent to muscle and in proxim- 
ity to bone. 

Nevertheless, various manifestations of the 
process regularly masquerade under other 
terms. These terms usually fail to convey the 
significance of the lesion, and in some in- 
stances are without meaning. Misdiagnosis, 
sometimes with the gravest consequences, is 
rather common. 

Although we have found the term myositis 
ossificans useful, we are persuaded after ex- 
tensive clinical and experimental studies that 
the implications of the diagnosis should be 
more comprehensive, and that a classification 
should be designed that includes all manifes- 
tations of the process. The definition which 
we use is not a radical departure, but a logical 
extension of the currently accepted one. We 
define myositis ossificans as the total of all 
soft somatic tissue reactions which follow 
trauma and which may progress to the forma- 


*Read before the Section on Pathology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

+From the Division of Pathology and Microbiology of the 
University of Tennessee Medical Units and the Campbell 
Foundation, Memphis, Tenn. 

Experimental studies referred to were supported by a Grant 
from the National Institutes of Health (Grant A 1073-C2). 


tion of bone or cartilage. In this we implicate 
the process as well as the product. This is 
essential in understanding the lesion. The 
definition includes associated reactions which 
may not be related to bone formation, but 
which are integral parts of the histologic 
characteristics of the lesion. 

Trauma, as we understand it here, includes 
all types: isolated episodes of severe character, 
repeated or recurrent moderate trauma, and 
minor intermittent or sustained trauma 
which may be almost imperceptible. In some 
instances we refer to this minor trauma as in- 
ferential trauma. It is also reasonable to be- 
lieve that tissue changes which may progress 
to bone formation occur for reasons other 
than physical trauma in the usual sense. 

Since muscle commonly but not invariably 
is involved, and since the more significant 
changes appear in other tissues as well, we 
have implicated all soft connective tissue. 
Specifically, this includes fascia, tendon, and 
periosteum. We believe that in most instances 
it is fascial connective tissue that is predomi- 
nantly involved in bone formation. 

The classification which we use is quite 
simple (Table 1). It is primarily topographic 
or spatial; it is histogenetic only in that it in- 
dicates the principal tissue or tissues in which 
the lesion arises. However, it is based in part 
upon morphogenesis, because the form of the 
lesion and the locale in which it develops are 
of great importance in determining the clin- 
ical features. Here the concern is more with 
where bone forms than how it forms. The 
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TABLE 1 


Classification 
I. Extra-osseous 
A. Diffuse 
B. Fascial 
C. Tendinous 
Il. Periosteal 
III. Parosteal 
A. Combined (extra and periosteal) 
B. Secondary (an extension of extra-osseous) 
C. Fascial and tendinous (insertions) 


bone which forms is normal bone, modified 
not in kind but in form by its location and by 
other tissue reactions which may develop con- 
currently in the same area. These reactions 
obscure and complicate the histologic picture 
and thus are of great importance in interpre- 
tation, but they do not alter in any respect 
the fundamental process. Consequently, our 
concern is not with abnormal bone formation 
but with bone formation in an abnormal 
location. 

In regard to bone formation it is only nec- 
essary to emphasize the well-established fact 
that one of the prerequisites is a peculiar 
alteration within the ground substance of 
connective tissue, almost always associated 
with a striking proliferation of undifferenti- 
ated mesenchymal cells. Although other fac- 
tors may properly be disregarded it is well to 
recall that this is one of the fundamental un- 
solved problems in biology. 

Our definition clearly includes processes 
which are regarded as normal. The muscular 
callus which develops about a fracture is an 
excellent example. In this sense the process is 
always physiologic. Certainly there are a num- 
ber of processes which might be identified as 
myositis ossificans which never give evidence 
of their existence. Lesions come to notice only 
when they cause symptoms or are regarded as 
abnormal growths. 

The histogenesis of these lesions will vary 
considerably both quantitatively and qualita- 
tively, depending upon the extent, severity, 
and precise localization of the trauma. Fur- 
thermore, the histogenesis of different forms 
of myositis ossificans may be essentially the 
same or, as our classification indicates, there 
may be a combination of tissue reactions. It is 
therefore necessary to appreciate the variety 
of changes which may occur within these tis- 
sues, and to understand the evolution of these 


changes to be able to apply the diagnosis to 
the wide gamut of lesions which develop. 

The following discussion represents the 
synthesis of our observations upon 23 cases 
(Table 2) which we have classified as myositis 
ossificans, our experimental studies, and a re- 
view of all pertinent reported studies. 


Trauma and Its Results 


When a large muscle mass is subjected to 
severe isolated trauma, a striking sequence of 
events ensues.’ The damaged area is roughly 
spherical with maximum damage at the cen- 
ter. Hemorrhage, which is usually associated, 
centers about the area of greatest damage. 
Initially there is degeneration and necrosis of 
tissue and retraction of disrupted muscle 
fibers. There follows a tide of histiocytic in- 
vasion in which necrotic debris is removed. 
Calcification of damaged muscle fibers may 
be marked. This is a transient phenomenon 
and does not appear to be related to subse- 
quent bone formation. 


Within 3 or 4 days fibroblasts from the en- 
domysium extend into the damaged area and 
rapidly form broad sheets of immature fibro- 
blastic cells. At the same time primitive mes- 
enchymal cells proliferate within the injured 
fascia and other connective tissue. It is within 
these tissues that ossification occurs, but it is 
not yet decided whether ossification occurs in 
both of these proliferating tissues, or in the 
tissue arising from fascia only. It is pertinent 
to note that this immature mesenchymal and 
fibroblastic tissue is sometimes erroneously 
diagnosed as fibrosarcoma or myosarcoma. 


Simultaneously, sarcolemma nuclei at the 
ends of damaged muscle fibers begin to pro- 
liferate. First, chains and columns of plump, 
polyhedral cells appear. Within a very short 
time the production of sarcoplasm becomes 
evident in buds, straps, or club-like projec- 
tions which are in continuity with pre- 
existing fibers, and the sarcolemma nuclei 
cluster in the centers of these masses. As these 
buds encounter obstructions in the form of 
clot, granulation tissue, or proliferating en- 
domysium, they are blunted, turned aside, or 
made to branch. One may observe rather 
large areas entirely occupied by these multi- 
nucleated muscle buds. Microscopically, this 
may be confusing, and at times may prompt 
the diagnosis of giant cell tumor or myogenic 
sarcoma.* 
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TABLE 2 
Location History Duration 
Age Sex o of o. Roenigenographic Findings Operative Findings 
Lesion Trauma Symptoms and Gross Description 
14 M L. brachialis Hurled by ex- 2yrs. A bridge of bone fromthe A solid bridge of bone in 
anticus plosion humerus to the coronoid brachialis muscle from 
process of the ulna humerus to ulna 
22 M _ Soft tissue Struck playing 4 yrs. A well-delineated mass of A 15 cm. mass of bone ad- 
overlying football bone attached to the an- herent to anterior femoral 
middle third terior femoral cortex cortex 
L. femur 
3 17 M R. brachialis Struck playing 4mos. A bridge of bone fromthe A solid bridge of bone 
anticus football humerus to the coronoid brachialis muscle from 
process of the ulna humerus to ulna 
4 15 F R. brachialis Fell while 7mos. A large mass of bone in A 2 by 6 cm. cylinder of 
anticus skating the antecubital fossa, bone in brachialis muscle, 
attached to the humerus attached to the humerus 
5 12 M Interval be- Fell from i ye. A rounded calcified mass A circumscribed mass 5 by 
tween deltoid horse posterior to the proximal 4 by 4 cm., not attached 
and triceps humerus; ‘‘onion peel” to bone 
muscle, L. periosteal reaction 
6 30 M R. quadratus Beaten and 7 mos. A large mass of calcified A 7 by 5 cm. cylinder of 
femoris kicked soft tissue in R. buttock bone replacing quadratus 
muscle femoris muscle; attached 
to trochanter but 
not to pelvis 
7 14 F Medial head None Imo. A circumscribed, irregu- A circumscribed mass 5 by 4 
of R. gastroc- larly calcified mass in by 4 cm. in medial head of 
nemius R. popliteal space R. gastrocnemius muscle. 
muscle Investing fascia split to 
surround lesion 
8 17 M_— Overlying the Struck playing 6 mos. Well-organized mass of A plaque of bone 9 by 3 by 1 
anterolateral football bone overlying R. femoral cm. adherent to the antero- 
cortex of the cortex lateral aspect of the femo- 
R. femur, mid- ral cortex beneath the 
dle third vastus lateralis muscle 
9 lI M Anteromedial Repeated trauma 2 yrs. A large, heavily calcified A large sessile 
aspect of the over period of mass, within confines of exostosis attached 
R. upper tibia 2 years static periosteal bone; to the tibial metaphysis; 
destruction of adjacent portions of underlying 
cortex cortex eroded 
10 15 M _—_ Overlying the Pulled muscle 18 mos. A projection of mature- A piece of normal appearing 
lateral cortex playing appearing bone on lateral bone adherent to the lateral 
of the L. football femoral cortex 3 inches femoral cortex and project- 
femur, proxi- below greater ing into the vastus lateralis 
mal third trochanter muscle 
ll 17 M | siR.=« flexor car- None ll yrs. A well-demarcated calci- A circumscribed ossified 
pi radialis fied mass in soft tissues lesion 1 cm. in diameter, 
tendon on anterior aspect of the within substance of tendon 
wrist 
12 14 F L. lumbosacral Struck back 3 mos. A destructive lesion with A thick-walled mass 7 by 5 
area against wall erosion of L. transverse by 4 cm., with large blood- 
plaving bas- process, pedicle, and filled spaces, lateral to and 
ketball part of body of L-5 involving body of L-5, 
extending into erector 
spinae, and eroding trans- 
verse process and pedicles 
13 21 M brachialis R. arm was 3 wks. Amass 2.5 cm. in diameter A well-circumscribed, calci- 
anticus struck in of poorly defined calcifi- fied mass, 2.5 cm. in diame- 
fight cation anterior to humerus _ ter, in belly of brachialis 
at junction of middle and _—muscle; not attached to bone 
distal thirds 
14 66 F At site of Fell down l wk. Transverse fracture of R. Transverse fracture of R. 
transverse steps femur at junction of proxi- femur. Grayish friable tis- 
fracture of mal and middle thirds. No sue around fracture site and 
R. femur, evidence of pre-existing extending into surrounding 
junction of pathology muscle 
proximal and 
middle thirds 
15 21 F Seventh R. rib None 2wks. Destructive process seventh A calcified lesion 2 by 1.5 by 
at anterior right rib in anterior axil- 1 cm., entirely subperios- 
axillary line lary line resembling frac- teal, surrounding seventh 
ture; surrounding new bone rib 
16 64 M Lateral aspect Horse fell 5 yrs. __ Large irregularly calcified | Large projection of cartilage 
of distal R. on knee mass projecting anterolat- and finely trabeculated bone 
femur erally from distal femoral —_ arising by a broad base from 


metaphysis 


distal femoral metaphysis 


(Continued on page 1436) 
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52 CIRCUMSCRIBED MYOSITIS OSSIFICANS—Gilmer and Anderson 4 
VOL 
ANALYSIS OF CASES 
Original 
Microscopic Clinical Pathologic Follow-up Classifi- Remarks 
Description Diagnosis Diagnosis cation 
Organoid arrangement Osseous ankylo- **Mature bone”’ 2 yrs. Parosteal The classic type 
of mature bone sis secondary 
to trauma 
Organoid arrangement Ossifying sub- ““Osteocarti- 5 yrs. Parosteal The lesion recurred, 
of mature bone periosteal laginous and was gradually 
hematoma ly” incorporated into 
the cortex 
Organoid arrangement Myositis ‘Atypical 16 mos. Parosteal 
of mature bone ossificans bone” 
Organoid arrangement Ossifying “Ossifying 8 yrs. Parosteal 
of mature bone hematoma hematoma” 
Highly cellular fi- Malignant “Myositis 2 mos. Extra- 
broblastic and mes- tumor ossificans’’ osseous 
enchymal tissue, lesion 
with osteoid and arising in 
woven bone; zonal fascia 
pattern 
Organoid arrangement Ossified **Myositis 3 mos. Parosteal 
of mature bone hematoma ossificans”’ 
Highly cellular fi- Myositis “Myositis 3 mos. Extra- 
broblastic and mes- ossificans ossificans”’ osseous, 
enchymal tissue, or malig- arising in 
with osteoid and nant tumor fascia 
coarse woven bone; 
zonal pattern 
Organoid arrangement Ossifying **Myositis 1 mo. Parosteal Roentgenograms 3 wks. 
of mature bone hematoma ossificans”’ after operation showed 
that the lesion had 
recurred; it was 
slightly larger than 
before 
Bizarre conglomera- Chondromyxo- “‘Osteochon- 6 yrs. Parosteal, An above-knee amputa- 
tion of mature and sarcoma, or droblastoma involving tion was performed 
immature cartilage ossifying of low-grade subjacent after biopsy 
and bone, and cellu- hematoma malignancy” bone 
lar fibrous tissue 
Organoid arrangement Myositis **Mvositis 5 wks. Parosteal Roentgenograms 5 wks. 
of mature bone ossificans ossificans”’ after operation showed 
that the lesion had 
recurred; it was about 
the same size as before 
Organoid arrangement Tumor of “Ectopic cal- None Extra- 
of mature bone soft tis- cification osseous, 
sues, R. and bone in tendon 
wrist formation” 
Capsule containing Soft-tissue **Mvositis 2 yrs. Parosteal, Roentgenograms | yr. 
immature woven bone; malignancy, ossificans”’ involving after operation showed 
proliferating fibro- or aneurysmal bone—a an organized bony mass 
blastic stroma; bone cyst form of in the same area, 
marked giant cell aneurysmal slightly larger than 
reaction bone cyst the original lesion 
Organoid arrangement Myositis “Myositis 2 mos. Extra- 
of mature bone ossificans ossificans”’ osseous 
Highlv cellular Traumatic “Sarcoma, 14 mos. Parosteal; 
fibroblastic tissue; fracture of unclassified” actually 
marked regeneration R. femur muscular 
of muscle; early callus 
bone and osteoid 
Well-organized sub- Tumor of rib; “Healing 18 mos. Periosteal The lesion recurred 4 
periosteal bone and possibly a fracture,”’ or mos. after operation, 
cartilage healing “osteochon- but was static and 
fracture droblastoma” asymptomatic 
18 mos. after 
Well-organized Chondro- “Myositis None Parosteal, The patient died of 
pr xy bone; consid- sarcoma ossificans”’ undergoing pyelonephritis before 
erable necrosis avascular leaving the hospital 
necrosis 


(Continued on page 1437) 
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TABLE 2 (continued) 
Location History Duration 
Case Age Sex of of of Roentgenographic Findings Operative Findings 
Lesion Trauma Symptoms and Gross Description 
17 62 M Entire anter- Compound 27 yrs. _—s Irregular calcification of Muscles of anterior compart- 
ior compart- fracture of soft tissues of anterior ment partially necrotic; 
ment R. leg R. tibia compartment of R. leg diffuse calcification and 
bone formaticn 
18 22 M _ R.z. popliteal Auto accident; 9mos. Large irregular calcific An osseous mass 7 by 2 by 3 
space paraplegia; mass in R. popliteal space cm. arising from posterior su- 
passive stretch- arising from posterior perior tibia and extending 
ing of R. knee superior tibia proximally; fibers of pos- 
for flexion terior knee capsule inter- 
contracture digitated 
19 18 F L. popliteal None. Ecchymo- 3 mos. Soft-tissue swelling in A thick-walled cavity 6 by 3 
space sis over L. R. popliteal space; no by 2 cm. between semi- 
popliteal space calcification membranosus and semi- 
on first visit tendinosus muscles, filled 
with clotted blood 
20 53 F Overlying None 6 mos. A well-circumscribed osse- A mass of bone 3.5 by 2 by 1 
linea aspera, ous mass overlying the cm. overlying the linea 
L. femur posterior femur at the aspera. The lower fibers of 
level of the lesser gluteus maximus inserted 
trochanter into the mass 
21 44 M _ iR.« patellar Fell hard on 4 yrs. Scattered, heavily calci- Dense scar and spicules of 
tendon knee; ruptured fied areas in patellar bone in tendon 
patellar ten- tendon 
on 
22 83 F Lower outer None 4mos. None Circumscribed oval mass 
quadrant of beneath superficial fascia 
L. breast adjacent to breast 
23 51 F Over R. sacro- Quinine 2yrs. Oval area of calcifica- A firm calcified mass within 
iliac joint injections tion over lumbosacral lumbar fascia, 3 by 1.5 cm. 


joint 


Within the proliferating mesenchyme, sig- 
nificant changes occur in the matrix or 
ground substance. This material becomes 
more homogeneous, and glassy or waxy; as 
Leriche and Policard® suggested it seems to be 
a form of edema. This material, in which are 
seen indistinct, delicate fibrils, may be almost 
colorless or moderately eosinophilic. This in- 
itial change is not associated with any signifi- 
cant alteration in distribution of cells. The 
ground substance increases in volume or co- 
alesces, incorporating some of the mesen- 
chymal cells which cluster about these areas, 
and assumes the histologic characteristics of 
osteoid. It then is apparent that the mesen- 
chymal cells have morphologically and geo- 
graphically become osteoblasts. Calcium is de- 
posited and bone is formed. 

This sequence of events occurs first in tis- 
sues least damaged, usually at the periphery.* 
Then, as the evolving lesions become ossified, 
this occurring lastly or not at all in the more 
severely damaged areas, a zonal pattern de- 
velops. If there has been considerable hemor- 
rhage in the central portion, large lakes of 
blood may form with osteoclastic and foreign 
body giant cells about them. In some instan- 
ces the regenerating muscle fibers are promi- 
nent in these areas and further exaggerate the 
giant cell tumor picture. 


When the changes are confined primarily 
to fascia, the histogenesis is altered in that 
muscle does not actively participate. Perhaps 
even more than muscle, fascia is regarded as a 
rather inert tissue. The fact that highly malig- 
nant tumors arise in both should have dis- 
pelled this idea. There is no doubt that fas- 
cia may react quite violently to trauma and 
produce a highly cellular mesenchyme in 
which conditions necessary for ossification 
clearly exist. Bone may also form within a 
tendon in just such a fashion. 

With regard to tendons, there may be ob- 
served at the point of muscular origins and 
insertions a gradual development of an exos- 
tosis. This may be an exaggeration of a nor- 
mal process, or may be an entirely new struc 
ture. The histogenesis of this process is not 
entirely understood. One observes simulta- 
neously a mucinous change within the tendon 
and an exaggerated osteoblastic activity in the 
bone beneath it. There is a suggestion that 
the mucoid alteration progresses to cartilage 
and thence to bone. Regardless of whether 
one or both of these processes are effective, an 
exostosis is produced. 

Periosteal reactions are probably better 
understood and more widely appreciated than 
other reactions. It is well established that 
when the periosteum is elevated the space 
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ANALYSIS OF CASES 
= Original 
Microscopic Clinical Pathologic Follow-up Classifi- Remarks 
Description Diagnosis Diagnosis cation 
Dense mature bone Chronic in- “Calcification None Extra- The associated infec- 
in fascia; consider- fection, R and ossifica- osseous tion is unusual 
able necrosis leg tion in necro- 
tic tissue”’ 
Well-organized bone Myositis “Osteochon- 3 mos. Parosteal, Roentgenograms 2 mos. 
in continuity with ossificans droma” arising in after operation showed 
fascia; area of car- fascial partial recurrence 
tilage at zone of attachment 
transition 
Highly cellular Organized “Atypical 3 wks. Extra- 
fibroblastic tissue hematoma fibroblastic osseous; 
with iron pigment reaction no bone 
secondary to formation 
trauma” 
Well-organized and Osteoid os- “Myositis 1 mo. Parosteal, 
oriented bone with teoma, or ossificans”’ arising in 
tendon fibers extend- subperios- tendon 
ing i:.to super- teal hema- insertion 
ficial portion toma 
Mature lamellar bone Old rupture “Bone forma- 2% yrs. Extra-os- 
within tendon of patellar tion in seous, in 
tendon tendon” tendon 
Highly cellular fi- Breast “Fibro- 15 mos. Extra-os- 
broblastic lesion tumor sarcoma” seous, 
arising from fascia; arising in 
early osteoid and fascia 
bone formation 
A fusiform bony mass, Fibroma “Myositis 5 mos. Extra-os- 
within fascia ossificans” — in 
‘ascia 


created becomes filled with new bone. This is 
particularly well illustrated in the margins of 
fractures during the formation of the peri- 
osteal callus. Essentially the same processes 
are responsible for involucrum formation in 
osteomyelitis and for periosteal reactions over- 
lying certain tumors. Codman’s reactive tri- 
angle is just such a process. The histologic 
changes which follow stripping away of the 
periosteum are hardly different from those 
which we have described in other connective 
tissues, except that bone forms much earlier 
here. Highly cellular connective tissue prolif- 
erates in the area between periosteum and 
bone, and in this tissue deposits of osteoid 
appear, and are rapidly converted to bone. 


Extra-osseous Lesions 


Extra-osseous myositis ossificans usually 
arises within the substance of a muscle, and 
always as a discrete mass in soft tissue without 
direct connection with bone. Bone first ap- 
pears in about 3 weeks. Consequently, early 
Toentgenograms reveal only a vaguely de- 
fined opacity with focal calcific flecks. Later 
a circumscribed mass of rather lacy texture 
develops. A sharply defined mass of dense 
bone eventually forms. In the past this final 
stage has been referred to as muscle osteoma 
or aberrant exostosis. 


It is apparent that the form and orientation 
of these lesions, and the zonal pattern whose 
development has been emphasized, must de- 
pend to a considerable extent upon the mus- 
cular forces exerted during the healing pro- 
cess. For example, one may see an oval or 
cylindrical lesion with the more mature ele- 
ments at one pole, the immature at the other. 
Johnson‘ has indicated that in areas where 
there is much interdigitation of connective 
tissue, in paravertebral locations specifically, 
the process may be unduly prolonged, and a 
zonal pattern may be absent. MacEwen® dis- 
cusses in his classic monograph the effects of 
vigorous activity and repeated trauma upon 
the process. A zonal pattern is nevertheless 
present in most cases, and is of practical im- 
portance in diagnosis. 

Case 7. A 14 year old white girl complained of pain 


of one month’s duration in her right calf. The upper 
calf was swollen, warm, and slightly tender. 

A roentgenogram (Fig. 1) showed a well-defined 
oval calcified mass of lacy texture in the medial head 
of the gastrocnemius. The superior pole was much the 
denser. 


The lesion was excised with adjacent muscle (Fig. 
2). It measured 5 by 4 by 4 cm., and was readily cut 
with a knife. The lesion had originated within the 
fascia investing the muscle; the fascia had split and 
partially surrounded the mass with fascial fibers ex- 
tending into the substance of the lesion. There was a 
poorly-defined zone of tawny, myxomatous tissue 
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FIG. 1 


(Case 7) Roentgenogram showing the discrete calcification 
in the right gastrocnemius muscle. The lacy or feathery 
texture is characteristic of early stages of myositis ossificans. 
Note the greater density of the upper pole of the lesion. 


about the lesion. In the area nearest the fascia the 
tissue was grayish-tan and myxomatous. At the oppo- 
site pole there was well-organized bone in a cauli- 
flower arrangement. Thus, there was a well-defined 
zonal pattern. Histologically, the area immediately 
adjacent to fascia was composed of highly cellular 
mesenchyme in which early osteoid formation was 
seen (Figs. 3 and 4). Present at the opposite pole was 
well-oriented bone. 


FIG. 2 


(Case 7) Sagittal section of lesion removed from the gas- 
trocnemius muscle. Note that the lesion has arisen in the 
investing fascia of the muscle, and fibers of this fascia par- 
tially surround and extend into the substance of the lesion. 
The zonal pattern is distinct. 
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(Case 7) Photomicrograph of tissue from the myxomatous 
area near fascia seen in figure 10. The ground substance of 
these mesenchymal cells shows the peculiar edematous swell- 
ing and homogenization which occur just before recognizable 
osteoid forms. 


In this case the lesion was distinctly more 
mature at the upper pole, and the area nearer 
the fascia represented a much earlier stage in 
the process of bone formation. Interpretation 
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(Case 7) Photomicrograph of an area a few millimeters Te 
moved from that seen in figure 8. Osteoid is recognizable a 
the homogeneous waxy areas containing a few mesench' 
cells, and partially surrounded by these cells which. now 
have become osteoblasts. Elsewhere the stroma is a mixture 
of mesenchymal cells and fibroblastic cells. Such areas ate 
easily confused with osteogenic sarcoma. 
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of this area alone, which so well illustrates 
the basic tissue changes initiating bone forma- 
tion, would have been extremely difficult. 


Many of the extra-osseous lesions seem to 
be confined primarily to fascia, and muscle is 
apparently not involved even in the earlier 
stages of the process. Although certain cases 
of extra-osseous lesions, such as the one re- 
ported by Geschickter and Maseritz,’ illus- 
trate quite well the organization of the lesion 
about a hematoma with diffuse muscle in- 
volvement, it is Our impression that active 
participation of muscle is relatively infre- 
quent. It may be because of the predominant 
involvement of fascia that these strictly extra- 
osseous lesions tend to have a polar orienta- 
tion, rather than a circumferential one. Such 
may be attributed to the fairly constant ten- 
sion exerted upon the lesion. 

Case 5. A 12 year old white boy complained of pain 
of 3 week’s duration in his right shoulder; then a mass 
appeared. This was explored but not biopsied. A 


diagnosis of malignant tumor was made and radiation 
therapy given. 

He was first seen by us 2 months after the onset of 
symptoms. There was a firm, fixed mass over the pos- 
terior aspect of the upper shaft of the humerus. 
Roentgenograms (Fig. 5) showed a sharply circum- 


FIG. 5 


(Case 5) Roentgenogram showing sharply defined bony mass 
pehacios to and apparently attached to the proximal 
samerus. Periosteal reaction was caused by subperiosteal 
emorrhage occurring during previous exploratory operation. 
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scribed calcified mass, apparently arising from, or at- 
tached to the humerus. In some areas this had a deli- 
cate lacy pattern but in others was much denser, most 
markedly so at the superior pole. There was mod- 
erately extensive subperiosteal bone formation along 
the shaft of the humerus. This was the result of sub- 
periosteal hemorrhage which occurred during the ex- 
ploratory operation. 

The mass, which was excised, was not attached to 
the humerus. The lesion measured 5 by 4 by 4 cm. 
and was covered by dense white fibrous tissue. It was 
sectioned with a knife. At the lower pole it was com- 
posed of soft, gray-white myxomatous tissue. Elsewhere 
there was well-oriented bone which was quite dense 
peripherally and at the superior pole. There was a 
distinct zonal arrangement. Histologically, the soft 
tissue was cellular mesenchyme in which osteoid was 
formed. This blended into fibroblastic tissue with ac- 
tive bone formation and thence into well-oriented 
woven bone. 


The apparent involvement of bone seen in 
the roentgenogram in this case made the diag- 
nosis difficult. If the presence of the associ- 
ated periosteal reaction which developed after 
the first surgical exploration had not been 
properly appreciated, the diagnosis would 
have been much more difficult. 


In those cases where trauma is more diffuse 
or less severe, many isolated areas of ossifica- 
tion may develop. There is indeed good evi- 
dence that when this process has been in- 
itiated, it may extend along contiguous con- 
nective tissue septa. Thereby a cylinder of 
bone is formed with anastomosing trabeculae 
throughout the lumen, isolating bundles of 
somewhat altered but viable muscle. 


Case 6. A 30 year old white man was robbed and 
beaten into unconsciousness. He sustained severe con- 
tusions of the right hip and thigh. With constant pain 
in the hip, he gradually became more incapacitated 
in the ensuing months. 

Roentgenograms revealed an elongated, sharply de- 
fined calcific mass attached to the gluteal tubercle, 
and extending medially and superiorly in the quad- 
ratus femoris muscle. There were smaller discrete 
areas of calcification adjacent to the larger mass. 

At operation a roughly cylindrical mass of bone, 3 
cm. in diameter and 7.5 cm. long, was found attached 
to the gluteal tubercle and extending into the quad- 
ratus femoris muscle. When sectioned, it was seen to 
be a cylinder with trabeculae coursing through the 
lumen in which were bundles of muscle. Histologically, 
the bone was dense, well-formed, and lamellar; it 
clearly involved the connective tissue septa of the 
muscle and between these trabeculae it isolated bun- 
dles of viable but altered fibers (Fig. 6). 


This is a parosteal form of myositis ossifi- 
cans, though the greater component was extra- 
osseous and illustrates primarily the involve- 
ment of connective tissue septa. 
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(Case 6) Photomicrograph of a lesion excised from the 
—— femoris muscle 7 months after injury. Large 
asciculi of altered but viable muscle are isolated by mature 
lamellar bone plates which have formed along the septa. 


In some instances the formation of cartilage 
appears to be the initial or the predominant 
change. Although this cannot be readily ex- 
plained, quite possibly the same causes are 
operative here as in a healing fracture. 

Case 13. A 21 year old negro man was struck on the 
anterior surface of his right arm during a fight. His 
arm became swollen and tender. Three weeks later a 


firm movable mass was palpable in the brachialis 
anticus muscle. 


A roentgenogram revealed a discrete, finely calcified 
mass in the belly of the muscle, which was excised 
without difficulty. It was a roughly spherical mass 2.5 
cm. in diameter. On section it was found to be com- 
posed of lobules of glistening cartilage with soft bone 
interspersed. Histologically, mature, heavily calcified 
cartilage predominated, but enchondral and _intra- 
membranous bone was also present (Fig. 7) . 

The development of this lesion was un- 
usually rapid, and in all probability it would 
have consisted almost entirely of bone within 
a relatively short time. We are unable to de- 
termine whether there is a racial difference in 
the rate of progression of this process. 


Periosteal Lesions 


Just as the lesion which arises within mus- 
cle independently of bone has been referred 
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to as an osteoma, so the older literature fre. 
quently refers to ossifying subperiosteal hema- 
tomas. Although some of the reported cases 
will not bear careful scrutiny, there can be no 
doubt that a lesion does exist which is the 
result of trauma to the periosteum. It is clear 
that any process which produces a hematoma 
beneath the periosteum, or which so damages 
the periosteum that hyperemia and edema 
elevate it to any degree, will lead to the for. 
mation of bone. Ackerman® in his recent 
study discusses such a lesion involving the 
distal radius. Jaffe? applies the term “peri- 
ostoma” to such lesions. So-called greenstick 
fractures in children also illustrate this 
phenomenon. 

In acute cases the periosteal reaction fre- 
quently simulates an infection or a malignant 
tumor. At times a stress fracture is not recog- 
nized and later may be obscured by this reac- 
tion. Trauma incident to surgery may pro- 
duce just such a process (Fig. 5). 

Phasic or intermittent elevation will pro- 
duce a lamination of periosteal bone; more 
abrupt changes will produce the pattern of 
radiating spicules or a totally irregular ap- 
pearance roentgenographically. As the lesion 


FIG. 7 


(Case 13) Photomicrograph of the periphery of a lesion re- 
moved from the brachialis anticus muscle 3 weeks after 
injury. Newly formed woven bone is seen in the — 
portion of the illustration, and cartilage below. Bone for- 
mation is proceeding by enchondral ossification. 
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evolves, provided there is no continued stim- 
ulus, there is rapid osteoclastic and osteoblas- 
tic activity, and it is to be expected in most 
cases that with eventual quiescence and re- 
modeling, the contour of the bone may be- 
come normal or nearly so. However, this is 
not invariably the case. 

Case 15. Two years ago a 21 year old white woman 
had noticed a small mass over the right eighth rib in 
the anterior axillary line. Fourteen months later this 
mass was excised elsewhere and diagnosed as osteo- 
myelitis. (The tissue sections were not available to us.) 
One month ago pain appeared in this area. 

There was a firm fixed nodule over the seventh rib 
in the anterior axillary line. Roentgenograms revealed 
a questionable destructive process with new bone for- 
mation about it. The lesion was excised. There was a 
fusiform enlargement of the rib of 2 by 1 by 1.5 cm. 
in size. The lesion overlying the rib was easily cut, but 
the rib was denser than usual. Histologically, there 
was abundant extracortical subperiosteal bone and 
cartilage formation in cellular mesenchyme and fibrous 
tissue (Fig. 8). The cortex and cancellous trabeculae 
were thickened and the marrow spaces filled with 
fibrous tissue. 

The etiology here is obscure. Although 
there was no history of trauma, the second 
lesion was felt clinically and roentgenograph- 
ically to be a fracture. It is not uncommon for 
fracture of a rib to go unrecognized, and it is 
possible that some associated process or occu- 
pational stress produced repeated, unrecog- 
nized trauma to this area. 


FIG. 8 


a Transverse section of a portion of the resected 


he original cortex is seen below. There i 
subperiosteal proliferation of bone and contig. — 
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Parosteal Lesions 


Parosteal myositis ossificans is the form 
most often seen. That which so often occurs 
in the brachialis anticus muscle following 
fracture dislocation of the elbow is a well 
known example. In severe cases of this type 
the joint may be completely bridged by new 
bone attached to the coronoid process of the 
ulna and to the shaft of the humerus. Usually, 
those which develop against the shaft of a 
long bone do not present a formidable diag- 
nostic problem. The classic dotted-veil effect, 
so often described, is seen in roentgenograms 
taken during the early stages of these lesions. 


There are a number of lesions properly 
falling in this category, however, which are 
extraordinarily difficult to diagnose. This 
problem results from the immediate proxim- 
ity or actual involvement of bone, which 
makes the interpretation of roentgenograms 
difficult. This is especially true when the 
lesion is active. 

Johnson‘ has discussed these lesions, and 
has presented a reasonable though somewhat 
idealized account of the pathogenesis. Aside 
from the location of the lesion, the complex- 
ity is attributed to the fact that all of the con- 
nective tissues previously mentioned may par- 
ticipate. Thus, the histogenesis in some in- 
stances is that of the extra-osseous form with 
secondary involvement of underlying bone. In 
others the periosteum is torn and thus active- 
ly participates. In still other cases the process 
may occur entirely within tendinous attach- 
ments to bone, and thus differ almost com- 
pletely in mode of development. 

In the majority of cases trauma is so direct- 
ed as to crush a large mass of muscle directly 
against the shaft of a long bone or perhaps 
against the vertebral column. In these cases 
the damaged area is seen to be hemispherical 
rather than spherical. The same processes of 
muscle regeneration and connective tissue 
proliferation which we have just discussed 
follow. This again may be oriented from the 
periphery, the zone of least damage, with 
activity persisting in the central portion. 

As this type of lesion develops, it will ap- 
pear to arise superficially from bone by virtue 
of lying directly against it. The shell of bone, 
which is the most mature portion forming 
peripherally, seems to merge and blend with 
the cortex of the adjacent bone. With increas- 
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ing vascularity and direct pressure developing 
as this lesion matures and expands, there en- 
sues a variable degree of resorption of bone 
beneath the lesion in such manner that the 
appearance of arising from bone may be ex- 
traordinarily emphasized. Of course, it is dif- 
ficult to differentiate this type of lesion from 
those in which there is associated periosteal 
damage at the time of injury. In these latter 
cases the previously described periosteal reac- 
tions become incorporated within the process, 
and are indeed more exuberant than those 
which occur entirely beneath the periosteum. 
Thereby an even more substantial and direct 
continuity with bone is established. At times 
this lesion has been referred to as subperi- 
osteal giant cell tumor, and at others as ossify- 
ing subperiosteal hematoma; unquestionably, 
certain examples of aneurysmal bone cyst also 
represent this process. 


It is quite evident that when there is con- 
current damage to all of these tissues, muscle, 
periosteum and fascia to wit, the process is a 
much more florid and disturbing one than is 
seen in the other instances, especially where 
only one tissue is concerned. This is well illus- 
trated in the case of a fracture which was 
associated with extensive soft tissue trauma, 
and which posed a diagnostic problem. 

Case 14. A 66 year old negro woman had a fracture 
of the upper shaft of the right femur in a severe fall. 
After one week of balanced traction a Kiintscher nail 
was inserted. Grayish fibrous tissue about the site of 
the fracture and extending into muscle was removed 
and sent to the laboratory. A diagnosis of “sarcoma, 


FIG. 9 


(Case 14) Serial roentgenograms of a fracture of the upper 
third of the femur. The tissue which was interpret as 
sarcoma was removed at operation 8 days after the original 
roentgenogram seen in the left panel. The roentgenogram 
in the center panel was taken 2 weeks later because of the 
problem posed by the biopsy diagnosis. The rarefaction ad- 
jJacent to the fracture was interpreted as possibly represent- 
ing a malignant process. Note the abundant callus. 
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FIG. 10 


(Case 14) Photomicrograph of a highly cellular area which 
was interpreted as sarcoma. Degenerate muscle fibers are 
seen in the lower left. 


unclassified” was returned. A review of the roentgen- 
ograms at that time (Fig. 9) disclosed a large, ill- 
defined, faintly calcified soft tissue mass surrounding 
the fracture site where there was some resorption of 
bone. This was reinterpreted as possibly representing 
a destructive lesion within the shaft of the femur. 
Upon the request that the case be reviewed, one of us 
proposed a diagnosis of myositis ossificans after con- 
sultation with the radiologist. Histologically, this tis- 
sue was quite heterogeneous. There were large sheets 
of very active fibroblastic cells (Fig. 10), in some areas 
of which bone was forming; in other areas there was 
an intense regeneration of skeletal muscle producing 
many pseudo-giant cells (Fig. 11). Elsewhere there 


FIG. 11 
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(Case 14) Photomicrograph of regenerating muscle fibers and 
proliferating endomysial cells. 
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were large blood-filled lakes, which were partially sur- 
rounded by these giant cells in some instances. The 
subsequent course of this patient has been uneventful. 

In retrospect little reason can be seen for 
the maze of confusion which existed in this 
case. However, appreciating the misinterpre- 
tation of these fundamental tissue reactions 
during the evolution of the lesion, it is easy 
to see the manner in which the diagnostic 
impressions led rather far afield. 

This illustrates both the complexity and 
the intensity of these reparative processes in 
which fibrosarcoma and osteogenic sarcoma 
are so closely simulated. Most of the lesions 
are fortunately at a more advanced stage 
when they are first available for study. 

These lesions have been diagnosed at times 
as ossifying subperiosteal hematomas or sub- 
periosteal giant cell tumors. It is interesting 
to note that occasionally they may simulate or 
actually reproduce the roentgenographic and 
clinical picture of aneurysmal bone cyst. 


Case 12. A 14 year old white girl was seen 3 months 
after she forcefully struck her back against a waist- 
high wall. For 2 months she had had low back pain 
radiating into the left leg. The roentgenograms taken 
3 weeks after the injury were not available. She had 
lost 14 pounds. 

There was some limitation of motion of the spine in 


FIG. 12 


(Case 12) Roentgenogram taken 3 months after injury to 
soft tissue mass with 
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FIG. 13 


(Case 12) Photomicrograph of an area near the center of 
the lesion in the vicinity of a large blood-filled space. 
The resemblance to giant cell tumor of bone is striking. 


all directions. No neurological changes were discovered. 
Roentgenograms (Fig. 12) revealed a circumscribed 
paravertebral soft tissue mass with flecks of calcium. 
The lateral one-fourth of the body of L-5 and the 
lamina and pedicle of this vertebra were destroyed. 


An aspiration biopsy and local excision of the lesion 
were performed. A well-encapsulated, oval mass of 7 
by 5 by 4 cm. was excised intact. A broad stalk ex- 
tended into the body of L-5 from this mass, which had 
a thick capsule containing thin plates of bone and 
large blood-filled spaces in the central portion, al- 
though it was primarily a solid mass. Histologically, 
this was a polymorphous lesion. In the central portion 
about the large blood-filled spaces were numerous 
multinucleated giant cells, some of which were demon- 
strated to be regenerating muscle fibers (Fig. 13). 
Intact muscle fibers were identified in the more 
fibrous areas of the lesion (Fig. 14). The bone in the 
capsule was entirely new woven bone. Serial roentgen- 
ograms following operation showed a_ well-circum- 
scribed bony mass forming in the area from which the 
lesion had been excised (Fig. 15). 


This case is of extraordinary interest since 
roentgenographically it appeared to be a clas- 
sical aneurysmal bone cyst, and histologically 
corresponded exactly with the lesion which 
has been termed subperiosteal giant cell 
tumor. If this lesion had been excised piece- 
meal, rather than as an organic whole, it is 
our impression that recurrence would have 
been a much more diffuse and perhaps a 
progressive process since the osteogenic tis- 
sues would have been thereby disseminated 
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(Case 12) Photomicrographs of a grossly fibrous area re- 
moved at some distance from that seen in figure 6. Isolated 
viable and degenerated muscle fibers are seen. 


throughout the adjacent muscle and fascial 
planes. The fact that this particular lesion 
recurred, thus following the usual sequence 
of events in the parosteal type of myositis os- 
sificans, may be considered as important ad- 


FIG, 15 


(Case 12) Roentgenogram taken one year after that seen in 
figure 12, and after excision of the lesion. The lesion re- 
curred in the site of the previously excised lesion. The 
resemblance to an aneurysmal bone cyst is remarkable. 
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junctive evidence for its diagnosis. This is of 
great importance in the treatment of those 
lesions in this location. 


Case 2. A 22 year old white man had noted for 4 
years the onset of a tumor on the anterior aspect of 
his left thigh, which had followed an injury. He re. 
lated that during that time the mass had gradually 
increased in size. 


An elongated firm tumor was palpable in the soft 
tissue of the anterior thigh and extending from the 
upper third to just above the knee. The mass was 
thought to be freely movable. Roentgenograms (Fig. 
16) disclosed a fusiform bony mass arising in the mid- 
portion of the shaft of the femur. This was dense, and 
the periosteum was obviously incorporated in the 
lesion. Several spikes or spurs projected inferiorly into 
the soft tissues. 

At operation this firm bony mass was found to be 
adherent to the cortex of the femur and was removed 
by osteotome. The material removed was an elongated 
mass of firm, well-organized bone. This impression 
was confirmed histologically. During the following 6 
months the lesion gradually recurred in the same site, 
but extending over a somewhat larger area (Fig. 17), 


FIG. 16 


(Case 2) ey showing a bony mass closely ap- 
plied to the shaft of the femur, 4 years after injury. 
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FIG. 17 results from continued trauma to the initiated 
f — lesion. 
e a Case 9. An 11 year old white boy had, for about 2 

years, noted a swelling over his right tibia, which had 

4 been traumatized on numerous occasions. Two weeks 
of prior to admission he had received a severe blow there, 
e. which had caused great pain to the area and some in- 
ly crease in swelling. 

On examination there was an extremely tender 
ft swelling over the anterolateral aspect of the tibia just 
1e below the joint. Although it was firm and warm, 
as there was no overlying venous engorgement. Roent- 
g. genograms (Fig. 18) revealed a large irregular calcific 
d- mass, almost entirely extracortical, and having a num- 
id ber of feathery prongs or fronds extending from its 
he periphery. It had a peculiar appearance. There was an 
to intense periosteal reaction, old and static, adjacent to 

the lesion, and a moderate degree of resorption of 
bat bone beneath the lesion. 
ed An above-the-knee amputation was performed else- 
ed where; a gross description of the specimen is not avail- 
on able. Histologically, this lesion was a heterogeneous 
§ mixture of mature and immature cartilage and bone 
te, with areas of well-organized and highly cellular fibrous 
7). tissue. Bone was forming by both direct or membran- 


ous formation and enchondral bone formation. Al- 
though a zonal pattern was not discernible in the tis- 
sue sections, it was distinct in the roentgenograms of 
the lesion. 

Unfortunately, histologic study was not 
completely satisfactory in this case, because no 
section of the entire lesion was available for e< 
study. However, there was apparent here a r 
conglomeration of mature and immature car- : 
tilage and bone, and in the roentgenograms 
there was distinct evidence of a long-standing 
periosteal reaction secondary to a lesion which 
was largely extracortical in location. 

Certain exostoses along the shafts of bone 
may represent a form of myositis ossificans, ‘ 
the development of which is explained by 
crushing injury with tearing of the perioste- 
um. Periosteal and fascial bone formation 
(Case 2) Roentgenogram of the femur 6 months after ex- combine to form a stalk. The constant gliding 
of muscle over this polishes the surface where 

previously remov lesion. 
fibrocartilage, and rarely hyaline cartilage, 
However, in the ensuing 4 years there was gradual form. 
resorption of the lesion, and there remained finally There are instances of exostoses, however, 
only moderate thickening of the cortex in the middle which form in quite a different fashion and 
third of the femur. involve tendons at the point of attachment to 
It will be noted that this lesion recurred jong bones. The trauma in these instances is 


quite rapidly, and in the precise site of the of a more chronic or sustained type in which 


previous lesion. That is to say, it did not grow _ constant tension is applied to the attachment. : 
outward from the bone but simultaneously 


This is the type of trauma which to a great 
recurred in all areas from which the previous extent is not realized. One observes here not 
lesion was excised. so much a cellular proliferation within the 

In some cases these lesions are of consider- tendon, as a mucinous alteration within the 
pe able duration. It may be presumed that this matrix of this substance, which gradually as- 
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(Case 9) Roentgenogram of a lesion involving the proximal 

tibial metaphysis and diaphysis. In the resected specimen it 

is seen that the lesion is principally extracortical and con- 

sists largely of periosteal bone. Involvement of underlying 
ne was a secondary process. 


sumes a chondroid character. Cartilage subse- 
quently forms in excess of the minimal 
amount frequently seen in a tendon near its 
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FIG. 19 


(Case 20) Roentgenogram showing a sessile bony mass on 
the posterior femur in the region of the linea aspera. Fibers 
of the gluteus maximus inserted into this lesion. 


attachment. Concurrently excessive osteoblas- 
tic activity is apparent on the inner surface 
of the bone beneath this tendon. There may, 
therefore, be a simultaneous process of en- 


(Case 20) Photomicrograph of the surface of the lesion seen 
in figure 19. Fibers of the gluteus maximus tendon insert 
into this area. There is an excessive amount of cartilage 
over the bone, and fairly p inent blastic activity 
immediately adjacent. 
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chondral ossification forming bone upon the _ isfactory designation is of necessity so cumber- 


surface and appositional bone growing be- some as to be unsuitable for ordinary com- 
neath the surface. This lesion must by its very munication. 
nature form in continuity with the cortex of on 
eferences 
the bone; such lesions grow by accretion, and 
1. Clark, W. E. L.: The Regeneration of Mammalian 
there is a taping of the Striped Muscle, J. Anat. 80:24, 1946. 
i i i x 2. Forbus. W. D.: Pathologic Changes in Voluntary Muscle, 
deeper portion, — ends with the medul I: Degeneration and Regeneration in Rectus Abdominis 
lary canal. in Pneumonia, A.M.A. Arch. Path. 2:318, 1926. 
. : 3. Forbus, W. D.: Pathologic Changes in Voluntary Muscle, 
Case 20. A 53 year old white woman had noticed a Il: Experimental Study of Degeneration and Regeneration 
of Striated Muscle with Vital Stains, A.M.A. Arch. Path. 
dull discomfort in the left hip for 6 months, especially 9:486, 1926 
after sitting for a considerable time. 4. Johnson, L.: Proceedings of Seminar of the Southeastern 
Physical examination was not contributory, except College of American Path- 
; that the pain was found to be localized precisely on 5. we R., and Police, A.: The Neel and soe 
. . . . ological Physiology of Bone. Translated by Sherw 
a the posterior aspect of the upper femur just inferior Moore and J. A. Key. St. Louis, C. V. Mosby Company, 
to the intertrochanteric line. Roentgenograms (Fig. 1928. 
19) revealed a localized, somewhat lobular prolifera- 6. MacEwen, William: The Growth of Bone. Observations 
. = on Osteogenesis. Glasgow, James Maclehose and Sons, 
tion of bone on the posterior shaft of the femur in 1912. 
the region of the linea aspera. A mass of mature, well- 7. Geschickter, C. F., and Maseritz, I. H.: Myositis Ossifi- 
organized bone of 3.5 by 2 by 1 cm. was removed from 


8. Ackerman, L. V.: Extra-osseous Localized Non-Neoplastic 
Bone and Cartilage Formation (So-called Myositis Ossifi- 
cans), J. Bone & Joint Surg. 40-A:279, 1958. 


the posterior femoral shaft in this area. The lower 
fibers of the gluteus maximus inserted into the lesion. 


x 9. Jaffe, H. L.: Tumors and Tumorous Conditions of the 
- Histologically, this was mature, well-organized bone, Bones and Joints. Philadelphia, Lea and Febiger, 1958. 
ce the surface of which was covered by a rather poorly ‘ 

y; formed hyaline cartilage. Tendon fibers interdigitated Discussion (Abstract) 

n- with this cartilage and bone. There was some mucin- 
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ous change within the tendon immediately adjacent to 
areas of cartilage formation (Fig. 20). 


Summary 


A comprehensive definition and classifica- 
tion of myositis ossificans based upon an an- 
alysis of 23 cases of localized heterotropic 
bone formation has been proposed. We define 
it as the total of all soft somatic tissue reac- 
tions which follow trauma and which may 
progress to the formation of bone or cartilage. 
The definition includes the process, that is, 
the tissue reactions preceding and associated 
with bone formation, as well as the end prod- 
uct. The classification is designed to empha- 
size the various locations in which the lesions 
may be found, specifically extra-osseous, par- 
osteal, and periosteal. 

A recapitulation of the pathogenesis of the 
various types of myositis ossificans is present- 
ed, emphasizing the reaction of the various 
tissues which may be involved. The possibility 
of, and reasons for errors in diagnosis are 
stressed, and salient diagnostic features are 
stipulated. 


It is recognized that myositis ossificans is an 
unsatisfactory term in certain respects. We 
have chosen to use it, however, because the 
implications of such a diagnosis are generally 
understood, and because any completely sat- 


Dr. Mary S. Sherman, New Orleans, La. So much is 
covered in this thoughtful paper that it is difficult to 
discuss at all, let alone in a few minutes. 


I believe that the authors have done a real service 


’ in focusing attention on the fact that the process of 


normal ossification is the same wherever it is found. 
The importance of understanding and recognizing this 
process is amply demonstrated by the horrible exam- 
ples cited in the presentation. In this connection I 
should like to underline the authors’ convictions that 
it is imperative, when undertaking the interpretation 
of a bone lesion, to correlate the history, the clinical 
examination, and the roentgenogram with the patho- 
logic examination. 

I am not so sure of the wisdom of using the term 
myositis ossificans for all heterotopic ossification in 
soft tissue. Although it is good to understand that 
ossification in a degenerating tendon and ossification 
in a major muscle are the same basic process, the 
clinical manifestations are so different that it still 
seems to me useful to separate them. What alarms the 
doctor about the patient with classic myositis ossifi- 
cans is that the mass evolves rapidly, often without 
sufficient trauma to provide significant muscle dam- 
age, and that it is firm, hot, and tender. The other 
examples of ossification cited here, the stimulus for 
which may well be something else than trauma, do 
not explode in this fashion. I am excepting the case 
of the vertebral lesion, which seems to me not to 
belong in this group. 

I would really prefer to have the authors use as title 
part of their definition of the title: “. . . reactions of 
soft somatic tissue which may progress to the forma- 
tion of bone and cartilage,” and to continue to con- 
sider myositis ossificans as one example of these re- 
actions. 


Dr. Gilmer (Closing). It is gratifying to have so 
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great a measure of support from Dr. Sherman. I am 
sure that the orthopedists have a greater appreciation 
of the problems posed by many of these lesions than 
most physicians, and, therefore, a greater respect for 
them. 

Dr. Sherman’s criticisms were anticipated in part. 
With regard to the paravertebral lesion it would be, I 
believe, perfectly proper to call this an aneurysmal 
bone cyst, but it should be specified that in this par- 
ticular case, unlike those previously reported, the eti- 
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ology has been established and it is a form of myositis 
ossificans. 

The suggestion that the title be altered and a por. 
tion of the definition used instead is an apt one and 
deserves serious consideration. This goes directly to 
the core of our thesis. It was our belief that for prac. 
tical purposes it was best to broaden the scope of a 
well-established and widely understood term, rather 
than to introduce a new one. An editor might think 
differently. 
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MILITARY PSYCHIATRY has a brief history and 
only in the last three major wars has any at- 
tention been paid to the psychiatric casualty. 
However, inspection of the records of casual- 
ties in previous wars affords us an occasional 
glimpse of some of the psychiatric problems 
faced by medical men in those wars. Of par- 
ticular interest in the Civil War was the 
disease entity called “nostalgia.” Five thou- 
sand, two hundred and thirteen men were 
discharged from the Union Army with this 
diagnosis, and 58 deaths were attributed to 
the disease. In the discussion of the various 
diseases of the central nervous system this 
entity alone was considered worthy of com- 
ment in the Medical and Surgical History of 
the War of the Rebellion.” 


The symptoms of nostalgia were graphically 
described by Surgeon John L. Taylor of the 
3rd Mo. Calvary as follows.* 


“In many instances the symptoms of hypochon- 
driasis were present: Disordered digestion; increased 
sensibility; palpitation; illusions; a succession of 
morbid feelings which appeared to simulate the 
greater part of disease; panics; exaggerated uneasiness 
of various kinds, chiefly in what regards the health, 
which they stubbornly contended was seriously 
injured and could not be restored short of being at 
home. There was a stubborn indolence in these 
patients—an aversion to anything like even ordinary 
exercises. They were generally found lying in bed or 
sitting around the tents, making a great deal about 
their sufferings and the ills that were awaiting them. 
Kind and sympathizing words—amusements—seemed 
to invite a more deplorable condition.” 


It was further apparent from the statement 
of Surgeon Madison Reese of the 118th IIli- 
nois Infantry, “in one case the disease 


*Read before the Section on Neurol and Psychiat: 
Southern Medical Association, Fifty-Second “Meeting, 
New Orleans, La., November $6. 

+From the Department of Psychi iversi 

it ychiatry, Duke University School 
of Medicine, the Psychiatric Service of the V. A. thespieal, 
, and the Department of Neurology and Psy- 
rsity of Texas Medical Branch, Galveston, Tex. 


Durham, N. C. 
chiatry, Unive 


The N ostalgia Syndr Ome: With a Reference to 


Its Occurrence in the Union Army in the Civil War* 


W. P. WILSON, M.D., Galveston, Tex., and 
LESLIE B. HOHMAN, M.D.,t Durham, N. C. 


The authors consider the part nostalgia may play in psychiatric disorders, especially in those 
of a reactive-depression type. This is a factor to which little attention has been given. 
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amounted to mania,’* that although the 
symptoms described were for the most part 
reactive affective disorders, they were also on 


some occasions part of a manic depressive 
illness. 


The conflicts aroused by homesickness, 
however, are not limited to the military en- 
vironment. They frequently precipitate or 
complicate the therapy of similar affective 
disorders in civilian life. The following 5 
cases serve to illustrate this point. The cases 
to be reported were all men and the symptom- 
atology was in all instances characterized 
by pervasive affective disturbances. These 
patients were seen in Duke Hospital and the 
V. A. Hospital, Durham, North Carolina, 


and the John Sealy Hospital, Galveston, 
Texas. 


Case 1. W. H. J., was first seen on the Psychiatric 
Service on Mar. 26, 1953, when he was brought to the 
emergency room after having threatened suicide. 
There was a history of previous episodes of depression 
and elation. 

At the time of his first admission in 1953, he was 
50 years old and had recently moved to North Caro- 
lina to take on a job for the engineering firm for 
which he had been working. This represented a pro- 
motion, but it also offered him an opportunity to re- 
turn to his native state. He developed typical symp- 
toms of feelings of unworthiness, thought he might 
lose his position, thought he was disrupting the family, 
became sleepless, had poor appetite, and lost weight. 
He also had attacks of anxiety with palpitation, feel- 
ings of exhaustion, and fear that he had damaged his 
heart. He spoke of specific suicidal intent and even 
considered taking his youngest child, a daughter of 
10, with him in his suicide to spare her the shame of 
his failure. This depression was apparently precipi- 
tated by his intense homesickness for his job in the 
North, and even after he recovered he tried to work 
out a scheme by which he could return to his old 
work in the North. 


In 1938, when the patient was 35, he had given up 
his position as professor of chemistry in one of the 
prominent agricultural schools and had taken the job 
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with an engineering company. At this time he also 
went into a depression which lasted a number of 
months. 

The patient’s depression yielded after 6 weeks of 
treatment with electroshock, but 7 months later he 
again became depressed, still yearning to return to 
his previous work. He was again treated with electro- 
shock, cleared up completely, and then moved back 
to the North. 


Comment. There is some evidence that 
the two changes which had precipitated the 
depression finally may have been made while 
the patient was in an elated mood. There 
was a strong constitutional element toward 
depression in this case. A maternal aunt had 
a “nervous breakdown,” and a maternal 
uncle committed suicide. 


The striking thing about the case was that 
even after recovery the patient’s homesick- 
ness persisted and resulted in his return to 
his job in a northern city. 


Case 2. E. A. M., a 58 year old white theological 
seminary professor, entered this hospital with a chief 
complaint of depression of 3 years duration. 

The patient’s symptoms had started 6 months after 
his transfer from a midwestern seminary to a south- 
ern seminary, in the fall of 1953. This transfer had 
been precipitated by a change in the administration 
of the institution where he had spent 20 years as a 
teacher. During his first 6 months in his new posi- 
tion he was elated about the “challenge” of his new 
work, but suddenly he became “melancholy” and be- 
gan to find fault with everything, comparing every- 
thing in both his work and home to “back there.” On 
frequent occasions the patient considered transferring 
back to his old position. 

In November of 1955, he was treated with 8 electro- 
shock treatments and was improved for 8 months, but 
subsequently relapsed and was finally so depressed 
and felt so guilty that he had to give up his teach- 
ing. He was admitted to the hospital in January of 
1957, at which time he was complaining of ‘“melan- 
choly feelings.” He appeared depressed, cried fre- 
quently, felt guilty, particularly concerning the 
purchase of his new home, having left “my good job, 
and my lack of faith.’ He described all of the 
biologic concomitants of depression. The patient was 
subsequently given 15 electroshock treatments, again 
with only partial relief of symptoms. His course was 
then followed as an outpatient for 3 months when, 
after a trip to give a talk in a distant town, the 
patient described his recovery during the airplane 
trip as “my spirits lifted and I knew I was well.” He 
has remained asymptomatic. 


Comment. It is interesting to note that at 
the age of 25 the patient had a period of 
“poor health” following his transfer to a new 
pastorate. His wife and the patient both deny, 
however, that he was depressed at that time. 

After his recovery the patient described 
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the intense longing he had for the old familiar 
routine and surroundings of his previous em- 
ployment and home. He frequently used the 
word “homesick” to describe these feelings, 


Case 3. H. H. W., a 63 year old, white, married 
man, related a history of 20 years of mood swings, 
particularly of a depressive nature but characterized 
by hyperactivity, excessive talking, poor sleep, easy 
fatigability, crying spells, and numerous somatic 
complaints. 

In 1947, the patient was treated with electroshock 
at the University of Virginia Hospital, but left after 
3 treatments because he was improved and was 
“homesick.” He relapsed and was later treated in 
Richmond, Va., with 10 such treatments when he re- 
covered. This was the first major depressive episode 
and was characterized by extreme psychomotor re- 
tardation, numerous delusions incidental to affect 
(self accusatory), and an exacerbation of all the 
symptoms characteristic of his usual milder mood 
swings, with the exception of his talkativeness. 

He did well then until 1956, when his mood swings 
became more severe, culminating in a second major 
depressive episode which began in May of 1957, at 
which time he had marked psychomotor retardation, 
severe hypochondriacal imaginations, insomnia, ‘ano- 
rexia, weight loss, easy fatigability, crying spells, loss 
of energy and interest and suicidal thoughts. The 
patient was given 8 electroshock treatments following 
which marked improvement was noted. The patient, 
however, said he was quite “homesick” and insisted on 
going home. He was allowed to go home but returned 
2 months later, in September, again quite depressed. 
A second series of 8 treatments were given, again re- 
sulting in improvement, “homesickness,” and_ insist- 
ance on discharge from the hospital. 

Finally, the patient returned in January of 1958, 
quite depressed. On this occasion he was given 12 
electroshock treatments with recovery. In discussing 
his recurrent homesickness the patient stated “Doctor, 
I have never felt well in my life away from home. 
The longest I could stay away was 2 or 3 days at a 
time.” Since his last series of treatments the patient 
has continued to have mood swings of only moderate 
intensity. 

Case 4. C. W. L., a 22 year old white, separated 
man, was well until Dec. 19, 1954, when he was placed 
on guard duty at an Air Force prison. Several prisoners 
planned and executed an escape during which one of 
the prisoners was shot and killed. 

On his furlough home at Christmas his parents 
noted he was restless, tended to tell exaggerated tales 
and was irritable. He slept little and talked ex- 
cessively while at home. He returned to duty and 
then began to write letters to his family which de- 
scribed in grandiose terms his activities with the Air 
Force Intelligence Branch. At this time, however, the 
patient was complaining of tension, anxiety and rest- 
lessness. He subsequently represented himself to @ 
genuine Air Force ‘Intelligence officer as having duties 
in the Air Force Intelligence. He was immediately 
hospitalized and discharged from service as having an 
immature personality. 

On his return home in February of 1956, the patient 
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was irritable, restless, at times depressed but hyper- 
active, telling grandiose tales to all who would listen. 
After working for a short period of 8 to 10 weeks for 
his father, the patient took a job as a drummer in a 
“rock and roll” band. He worked at this for the 
next 9 months, during which time he married an 
extremely immature (chronologically and personality 
wise) girl. This marriage lasted until January of 1957, 
when he separated from his wife. The patient frac- 
tured his back in January of 1957, and recovered with- 
out sequelae. His psychiatric symptoms, however, 
continued unabated until one week prior to admission 
when he struck his girl friend in a minor argument. 
He was admitted to the hospital where he appeared 
depressed but was restless, talkative, and told grandiose 
tales about his Army service and work with the “rock 
and roll” band. All of these, however, contained some 
essence of truth. His statement on mood was that he 
felt “blue,” and he cried frequently. The patient 
was subsequently observed to be irritable, but to show 
a hypomanic-like hyperactivity. 

He was diagnosed as having a manic depressive reac- 
tion-mixed type, and was given a course of 8 electro- 
shock treatments which resulted in severe anxiety 
about the treatment but was a recovery from his pre- 
vious symptoms. The patient was then allowed to assist 
in one of the hospital laboratories as it was his inten- 
tion to become a laboratory technician. However, he 
became quite homesick (nostalgic) during this period 
and, although he wished to continue in the laboratory, 
he repeatedly requested that he be allowed home on 
passes and leaves. Finally, since he appeared quite 
depressed, he was allowed a trial leave at home where 
his symptoms promptly subsided. The patient was 
subsequently discharged after he stated, “Doctor, I 
am so homesick I can hardly stand it.” The patient 
was seen 6 weeks later and was asymptomatic. 


Case 5. R. T., a 20 year old white, single man, 
presented himself to the hospital with the chief com- 
plaint of “running around,” drinking too much, and 
involuntary protrusion of his tongue. 

Three years prior to admission the patient’s family 
moved to Texas from Arkansas. Following this move 
the patient attended school in Texas, but was so 
homesick because of his lack of familiarity with the 
town, the people, and the new environment that he 
became quite tense, anxious and restless. Because of 
these symptoms he returned to his original home in 
Arkansas where he felt well and was able to finish 
high school with good grades. He was asymptomatic 
until he enlisted in the Air Force in the fall of 1956. 
In a few weeks he became afraid of being unable to 


carry out his military duties and was frightened by. 


the discipline in the Air Force. He became tense, 
anxious, had insomnia and claustrophobia. He was 
seen by a psychiatrist who felt that he was unfit for 
military duty and he was discharged from the Air 
Force. He was upset about being discharged and so 
ashamed of his failure that he refused to go home, 
living off of savings he had accumulated. He re- 
turned home after his savings had been dissipated. 
When he returned to his home it was noted by the 
parents that he was an entirely different person, he 
was retarded, had no energy, no interests and no plans 
for the future. He did, however, go to college in the 
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fall of 1957 planning to be a radio announcer, but 
was unable to concentrate and dropped out after 
Christmas of 1957. He consulted a psychiatrist and 
was sent to the hospital for 2 weeks. At this time his 
tongue was involuntarily protruding from his mouth. 
He was given 8 electroshock treatments as an in- 
patient with several more on an outpatient basis fol- 
lowing his discharge from the hospital. He improved 
and remained well until June, 1958, when he had a 
recurrence of his symptoms. 


The patient’s past history was relatively non- 
contributory. He had never presented a disciplinary 
problem. There is no family history of nervous or 
mental disease. 


Examination revealed a tense, young man whose 
facial expression was that of extreme agitation and 
anxiety. He constantly reiterated that he would feel 
fine if he were just allowed to go home and “get 
out of here.” His statement of mood was that he felt 
“downhearted” and he listed all the biologic con- 
comitants of depression, with particular emphasis on 
symptoms of anxiety. On several occasions the patient 
blamed all his difficulty on “homesickness,” stating 
that he had always liked to be around home and 
around people whom he knew and in an environment 
which was familiar to him. He ascribed some of his 
difficulties in the service to homesickness. 


In spite of further shock therapy the patient re- 
mains in the hospital at this writing. 


Discussion 


It is apparent that the cases reported here 
illustrate how homesickness may play a dif- 
ferent role in cases of affective disorder. In 
cases 1, 2 and 5, homesickness was a critical 
factor in the precipitation of the patient’s 
illness. In cases 1 and 2, the patients had 
moved with their wives and children, and in 
case 5 with his parents to new environments, 
yet the homesickness occurred. It would seem 
clear that it was not the loss of support of 
members of their families, but the actual 
physical environment and other persons in 
the environment that accounted for the home- 
sickness. This was graphically illustrated in 
the case of E.A.M. who constantly com- 
plained about his new home and compared 
it to his old home. In case 3, however, the 
patient’s dependency on his wife was almost 
equal to his desire to be in a familiar en- 
vironment. This case was interesting as well 
in that when the patient was profoundly de- 
pressed, homesickness was no problem. Only 
when improvement took place did _ the 
patient’s homesickness become obvious. 
Finally, case 4 demonstrates how homesick- 
ness occurs following recovery from an illness. 
In this instance, there was no real evidence 
to suggest that homesickness had been a prob- 
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lem in the patient’s life prior to recovery from 
his illness, since both the patient and his 
parents denied its existence. We were at first 
inclined to consider its existence as evidence 
of persistent psychologic symptomatology. 
However, the prompt remission of the 
symptoms on returning home and their re- 
appearance on re-entering the hospital for 
observation was evidence that the symptoms 
were situationally determined. 


Although the disorder of nostalgia as de- 
scribed in the records of the Civil War was 
a frequent occurrence, with the exception of 
Menninger’s comments® little mention is 
made of this disorder in modern textbooks of 
Military Psychiatry.*8 That it did occur fre- 
quently in World Wars I and II is borne out 
by the personal experience of one of us 
(L.B.H.) who had the opportunity of ob- 
serving many such cases. A typical case not 
infrequently observed in the Navy was a 
married man, age 26 or 27, with several chil- 
dren, who was regarded as the ideal husband, 
a hard worker, who turned over his earnings 
to his wife and lived almost exclusively in the 
aura of his family life. A number of these 
men could not bear the separation from wife 
and children, would be extremely depressed 
and downhearted, weeping most of the time. 
They would be sent to a discharge board and 
as soon as they were informed that within a 
reasonable length of time their discharge 
papers would come through, their “nostalgic 
reaction” would disappear. However, as is 
illustrated in case 5, other conflicts may arise 
which tend to perpetuate the illness even 
after discharge from the service. 

The infrequent occurrence of homesickness 
and “nostalgia” in civilian life in contrast to 
the frequent occurrence in the military is 
probably related to several factors. First, the 
frequency of occurrence of moving to a new 
environment is greater in the military, be- 
cause entering military service is always as- 
sociated with a move to a new and different 
environment. Second, in making a move in 
civilian life elaborate preparations are re- 
quired, particularly if the patient moves his 
family or moves with his parents. The home 
selected is often similar to that from which 
he moved and the furnishings are familiar. 
Furthermore the contrast in any 2 towns is 
not as great as the contrast between “home” 
and the spartan simplicity of the military en- 
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vironment. Third, the military places far 
more demands on the individual for orderli- 
ness and punctuality than are commonly en- 
countered in civilian life. Fourth, the support 
of friends and family are lacking, and oppor- 
tunities for contacts with the opposite sex 
are, in the early phases of military training, 
nonexistent. Fifth, the usual location of the 
military camp in a rural area far from the 
frequented recreational areas of civilian life, 
as well as long periods of idleness contribute 
to the development of homesickness. 

There are obviously many other more 
subtle factors responsible for the frequent de- 
velopment of homesickness in the military; 
however, we believe that the ones enumerated 
are probably of primary importance. 


Conclusions 


Five cases of affective disorder precipitated 
by, or complicated by homesickness are pre- 
sented. The various factors responsible for 
the apparent difference in the frequency of 
occurrence in military and in civilian life are 
discussed. 
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Discussion (Abstract) 


Dr. Charles Watkins, New Orleans, La. It is a 
pleasure to have the opportunity to discuss this very 
excellent paper by Drs. Hohman and Wilson. I must 
say that the experience has aroused nostalgic feelings 
to some degree within me. I shared with Dr. Wilson 
the privilege of having worked with Dr. Hohman, 
and the thoughts that are being expressed in this 
paper are ones with which I am in hearty accord. 
Too often is the problem of depression neglected in 
our current psychiatric literature. 

It is indeed interesting to have the opportunity to 
hear Dr. Wilson tell us something of the psychiatric 
problems of the Civil War. I am_ particularly in- 
terested in the fact that the Confederate Army ap 
parently had little or no psychiatric illness. This is 
certainly an interesting observation and it would make 
one wonder as to a possible explanation for this. 1 
feel certain that it is not due to the fact that there 
was markedly more inadequate recognition of the dis 
order in the Confederacy than there was in the 
Union Army. 
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Again it is interesting to listen to the description of 
the symptomatology which is so like that which we 
now see quite frequently among our recruits in the 
peace-time service, and particularly in many instances 
among the dependents of military personnel. 


I would certainly agree with Dr. Hohman that this 
sort of symptomatology was not unique during World 
War II and I would also agree with him that it was 
more likely to occur in the type of personnel whom 
he described, that is, someone who has, as a rule, 
adjusted well in situations where constant achieve- 
ment and accomplishment were possible but who, in 
the necessary regimentation and frequent inactivity 
of the military, was likely to become depressed in 
periods of relative calm. This I think is not unlike 
the situation that we see so frequently in civilian life 
where an individual functioning well in a job begins 
to develop a depressive reaction, feeling of isolation 
and feeling that things were much better in the past. 
This syndrome as a rule appears to be associated, at 
least in my experience, with the depressive type indi- 
vidual who functions well in new situations where 
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he is able to constantly see the results of his activities 
while a job is being established and while a task is 
being accomplished. Once the work is well established 
there is no reassurance from stability itself and then 
these individuals frequently become depressed, and 
anxious about their own accomplishments, look back 
to the past when things were better; as a rule this 
means when things were still being built up, when the 
future was the main preoccupation rather than the 
present. They turn to thoughts of the future in the 
hope that the situation can be improved by another 
job. This frequently does happen temporarily when a 
new job is taken on because the individual does escape 
from his own psychologic difficulties into the reality of 
the work situation and has little time to think of other 
things for a period of time. 

I hope that we have an opportunity to hear more 
from Dr. Hohman and Dr. Wilson about this very 
important subject. It is one that is certainly quite 
common in the general psychiatric practice and is one 
that has much too little written about it. 
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An Evaluation of Nursing Homes in 
a Suburban Community 


WILLIAM J. PEEPLES, M.D., BEALE H. ONG, B.S.,t 
and VIRGINIA B. MAXWELL, R.N.,t Rockville, Md. 


Nursing homes, their number and their adequacy to meet the domiciliary and medical needs 
of the patients, present a pressing problem in every community of the nation. 
Studies such as this offer basic information of aid in planning and supervision. 


The Need for a Study 


IN RECENT YEARS there has been an increasing 
effort to understand the institution known 
as a nursing home. Reports both favorable 
and unfavorable have been forthcoming. The 
fact remains, however, that little is known 
about this type of institution and the prob- 
lems with which it deals. The number of 
people receiving service in homes of this 
nature, namely, the older members of our 
society, is rapidly increasing and _ therefore 
the demands to be made on this type of insti- 
tution will correspondingly increase in the 
future. 

The modern nursing home has risen largely 
out of a demand to care for the rapidly in- 
creasing number of elderly persons with 
varying degrees of disability. In its gradual 
emergence as a new type of social institution, 
it has not yet reached the stage of clear defi- 
nition, but remains on the fringe of our so- 
cial understanding both as to the problems 
and responsibilities it faces and the methods 
it uses in solving them. Many basic ques- 
tions remain unanswered. Where does the 
nursing home fit into the field of medicine 
and into our society? What type of person 
does it serve? What type of services are being 
rendered and how well equipped are these 
institutions to provid these services? 

The authors believe that one of the most 
pressing questions is that of evaluating the 
medical and nursing services being rendered 


*Read before the Section on Public Health, Southern Medi- 
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+Medical Student Fellow of the National Foundation for 
Infantile Paralysis, The George Washington University School 
of Medicine, Washington, D. C. 

tFrom_ the Department of Public Health, Montgomery 
County, Rockville, Md. 


in this type of facility, especially since a rela- 
tively small number of objective surveys have 
been made with respect to this question. 
There is little information available on the 
subject, and such a study seemed definitely 
to be warranted. 


The Study 


Scope of Study. Montgomery County, 
Maryland, presents an ideal area for such a 
study since within its boundaries are to be 
found a wide spectrum of socio-economic 
conditions, as well as nursing facilities. The 
County is one of 300,000 population contain- 
ing highly urban as well as rural areas. It is 
adjacent to a large city and constitutes one 
of the larger portions of the surrounding 
metropolitan area. 

This survey included all of the 33 institu- 
tions licensed under Maryland and County 
laws as nursing or care homes. 

Method of Study. The study was carried 
out under the auspices of the Montgomery 
County Health Department and with the full 
cooperation and assistance of its staff. Prior 
to any field visits a letter was sent to the 
principal physician of each home explaining 
the nature of the survey and asking for their 
cooperation and support. The _ principal 
physician is that individual who, by means 
of a signed statement, agrees to accept the re- 
sponsibility to respond to calls for medical 
care of patients in a nursing home not having 
private physicians and for all emergencies. 
Each home must have a principal physician 
before it can be licensed. In addition, the im- 
dividual administrators were approached and 
an appointment made for a field visit at their 
convenience. 
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Each home in the County was visited by 
one of us (B.H.O.) and all data obtained 
by him to insure uniformity in collection of 
information. The general approach used in 
the interview was to first explain the nature 
of the study and why it was being made. 
Secondly, the data was collected with the as- 
sistance of the administrator and other staff, 
as needed. Patient records were used where 
possible and additional information was ob- 
tained from the staff's own knowledge. 
Nursing home staffs were interviewed on each 
visit. As previously pointed out by Solon and 
Roberts! in their survey of nursing homes in 
13 states, a basic limitation of the data is 
that it is based entirely on what the adminis- 
trator and staff know and report about each 
patient and about the operation of their 
home in general. 


Questions to be Answered. 
1. What are the characteristics of patients in 
nursing homes and what services do they require? 


2. How much medical and nursing service is avail- 
able? 


3. How well equipped from the point of view of 
qualifications of staff are nursing homes’ staffs to ren- 
der the services demanded of them? 


4. To what extent is the nursing home meeting the 
needs of its patients? 

Patient Characteristics. In order to prop- 
erly evaluate the medical and nursing services 
provided in nursing homes, one must first 
know something of the degree of disability 
of their patients which in turn leads to a bet- 
ter understanding of what services they 
require. 

Age. Perhaps the most outstanding charac- 
teristic of the nursing home is the age of its 
patients. The vast majority of the patients 
in nursing homes fall into the older age 
groups. Ninety-one per cent of the 540 
patients surveyed were found to be 65 years 
of age or over, 74%, 75 and over, and a sur- 
prisingly large number, 27% are 85 and over. 
This is in contrast to the fact that only 9% 
of all patients surveyed were below 65 and a 
very small number, 1% were 45 and under. 
The patients surveyed in this study are slightly 
older, three-fourths over 75, than those in 
the survey of Solon and Roberts! in which 
the authors found that two-thirds were over 
75 and one-fourth over 85. 


Nursing homes are primarily homes for the 
aged. However, because of the numerous 
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medical and nursing services these homes 
usually provide, it would be misleading to 
think of them as strictly home for the elderly. 
In fact, many of them have more of a hospital 
than a home atmosphere. The majority of 
nursing homes are better understood if they 
are thought of as lying somewhere between 
the two extremes of a hospital for the chron- 
ically ill on the one hand and home for the 
aged on the other. The nursing home is dual 
in character rendering both medical and cus- 
todial services. 

Sex and Marital Status. In any population 
group, such as this one, in which there is a 
preponderance of elderly persons, one would 
expect that women would greatly outnumber 
men. In this survey women were found to 
represent 80% of the population in the 
nursing homes in Montgomery County. This 
is considerably more than the figure of 
66% found by Solon and Roberts. Further- 
more, as a result of a greater life expectancy 
on the part of women, there are more widows 
than widowers, and since widowhood itself 
predisposes to residence in a nursing home 
more so than if the husband were living, the 
elderly widow would be expected to predomi- 
nate in the nursing home population. Such 
was found to be the case; 17% of women in 
the County’s nursing homes had never been 
married. 

Race. The survey revealed that Negroes 
accounted for 3% of the patients in nursing 
homes. This is somewhat less than the pro- 
portion of Negroes in the County’s popula- 
tion which is 7 per cent. All of the negro 
patients were receiving public assistance un- 
der the State Welfare Program as compared 
to only 9% of the white patients. 

The nursing homes in the County are seg- 
regated with the respect to race, thus there 
were two negro homes as opposed to 31 white 
homes. It is interesting to note that despite 
the large difference in the number of beds, 
615 for white patients as compared to 18 for 
negro patients, the occupancy percentage was 
identical being 88% in both cases. 

Residence. Residence is defined in this 
study as where the patient lived immediately 
before being admitted to the nursing home. 

It was found that 61% of the nursing home 
population were from areas other than Mont- 
gomery County. Further analysis revealed 
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that 11% were from other counties in the 
State, 39°% were from the District of Columbia 
and 13% were from other areas. Nursing 
homes do not necessarily serve only the popu- 
lation of the political subdivision in which 
they are located. 


Financial Support. In interpreting the 
data obtained under this category, one must 
keep in mind the fact that Montgomery 
County has the highest per capita income in 
the United States. Thus it was not surprising 
to find that of the 540 patients in the survey, 
474 or 88% were financed by means of private 
funds. This provides a striking contrast to 
the situation found by Solon and Roberts 
in which over half of the patients in pro- 
prietary nursing homes were receiving some 
form of public assistance. All of the 12% 
of patients in this survey who received public 
assistance did so under the State Welfare 
Program. This program pays up to $115.50 
per month for nursing home care to patients 
meeting the eligibility requirements. 

Length of Stay. Care of patients in nursing 
homes is on a long-term basis—many patients 
remain there for life. This is clearly brought 
out by the fact that 60°, of the patients sur- 
veyed had been in the nursing home one or 
more years which is somewhat higher than 
the 50% whose length of stay was over one 
year found by Solon and Roberts. Of the 
60%, 30% had been there 4 years or more. 
The length of stay does not represent time 
spent by the patient in other nursing homes 
or in hospitals, but is the time consecutively 
in the home from the most recent date of ad- 
mission. Of the 40% of patients whose 
length of stay was less than one year, 18% 
had been there 3 months or less, 14% 4 to 
6 months, and 8% 7 to 11 months. 


Medical Aspects of The Study 


Diagnosis. Only the primary diagnosis 
was recorded in this survey. In cases where 
multiple diagnoses appeared on the patient’s 
record, the first one listed was taken as the 
primary diagnosis and the others were not 
recorded. Some of the medical records were 
incomplete and no written diagnosis appeared 
on them. In these cases the diagnosis was ob- 
tained from other records, such as prescrip- 
tions, physician’s progress notes, or the data 
was obtained from the staff member found 
to have the most complete knowledge of the 
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patient’s condition. Information regarding 
diagnosis is less accurate than that in other 
categories, such as age, or length of stay. 

The diagnostic categories were limited to 
include only those disease entities believed 
to be of major importance, at the same time 
keeping the “other” category as small as 
possible. 

Cardiovascular Disease. Under this divi- 
sion are included arteriosclerosis, cardiac 
disease and cerebrovascular accidents, with or 
without residual paralysis. This category ac- 
counts for 55% of all patients in the study. 
(Solon and Roberts’! study showed only 40% 
of cardiovascular patients.) The major por- 
tion of these were diagnosed as arterioscle- 
rosis. This is not at all surprising if one 
regards this condition as practically synony- 
mous with the process of aging. 


Senility. Only those patients listed by the 
physician as senile were recorded under this 
heading which accounts for 16% of all pri- 
mary diagnoses. This term is a rather mean- 
ingless one in that it appears to serve as a 
“last resort” diagnosis, which is subject to 
varying interpretations. 

“Other” Disease. This group contains 
cases which did not fall into any other cate- 
gory. Under this heading are to be found 
such diagnoses as: diabetes mellitus, Paget's 
disease, Meniere’s syndrome (etiology un- 
known), silicosis, catatonic schizophrenia and 
numerous others. Also in this group are cases 
in which no diagnosis could be obtained. 
These cases account for 10% of the total. 
Solon and Roberts’ study showed 19% in this 
category. 

Fractures. Most fractures observed were of 
the hip, but this category also includes frac- 
tures of the arm and leg. This was found to 
be the primary diagnosis in 6% of the 
patients. 

Arthritis. This includes both rheumatoid 
and osteoarthritis and was found to be the 
primary diagnosis in 4% of the 540 patients. 

Neoplasms. Three per cent of patients 
were found to have some type of neopiasm. 
These were of varying types including cancer 
of the lung and brain tumors. Patients with 
diagnosis of neoplasm had the shortest length 
of stay in nursing homes. 


These classifications of disease compared 
closely in percentage distribution with the 


i 
bis 
¥ 
x 


VOLUME 52 


Solon and Roberts’ survey. In addition, this 
group shows a slightly higher percentage of 
neoplasms and diseases of the nervous system. 
There is a lower incidence of fractures and 
arthritis as well as slightly fewer cases of 
senility. 

A comparison of diagnoses in patients over 
65 with those under 65 reveals the following 
(Table 1): 

Patients under 65 show a much higher 
incidence of neoplasms, diseases of the 
nervous system and those classified as “other.” 
The higher incidence of diseases of the 
nervous system, which constitutes 6% of the 
total cases, probably is due to the fact that 
Parkinson’s disease and multiple sclerosis 
have their major incidence in somewhat 
younger age groups. This also would hold 
true for many of the other diseases classified 
under this category. In addition, the under 
65 group shows a much lower incidence of 
senility and circulatory disorders. 

Mental Status. Patients were classified as 
mentally confused, if, in the opinion of the 
administrator or staff, they were more con- 
fused than would ordinarily be expected at 
their age and because of this, required addi- 
tional care. Using this definition, it was 
found that 277 of the 540 patients, or 51% 
were classified as being mentally confused. 
The degree as well as the manifestations of 
this confusion varied greatly. Some patients 
were reported as frequently wandering out- 
side the institution unless watched; others 
talked loudly or shouted at those about them; 
and some were completely disoriented as to 
time and place. Although the County licens- 
ing regulation previously cited forbids the 
placement of psychotic patients in nursing 
homes, several were found. These included 
several who were diagnosed as schizophrenics, 
one of whom was a mute catatonic who shared 
the same room with a patient whose mental 
condition was clearly normal. This would 


TABLE 1 
COMPARISON OF PRIMARY DIAGNOSIS WITH AGE 


Per Cent Per Cent 
Primary Diagnosis Under 65 65 and Over 
Cardiovascular disease 40 56 
Senility 7 17 
Other 20 10 
Fractures 7 
Diseases of nervous system 18 4 
Arthritis 4 
Neoplasm 8 2 
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not appear to be a proper environment for 
either patient. Mental confusion showed an 
increasing incidence with age, with an in- 
crease from 31% mentally confused under 
65 years of age to 64% who are confused over 
the age of 85. Furthermore, the percentage is 
high for all ages. This appears to represent 
one of the main reasons why patients are 
placed in nursing homes. 


Physical Condition. Patients were divided 
into three categories: (1) ambulatory, (2) 
partially ambulatory, and (3) bedridden. 
Those classified as ambulatory, 282 or 52%, 
were able to walk without any assistance or in 
some cases with only minor aids such as a 
cane. Those classified as partially ambulatory, 
or 20%, were able to walk only for a short 
distance without some major type of support. 
This information could not be obtained from 
the medical records, but was obtained from 
the administrator’s and staff’s knowledge of 
the patients. Twenty-eight per cent were 
reported as being completely bedridden. 
Furthermore, 30% of all patients in the homes 
surveyed were found to be incontinent of 
either feces, urine, or both. 


A comparison with the data of Solon and 
Roberts reveals that the Montgomery County 
group shows a 7% higher prevalence of 
ambulatory patients and a lower number of 
those with more serious disabilities (Table 
2). It would appear of value to emphasize 
that in both surveys by far the largest per- 
centage of patients fall into the ambulatory 
classification. 

Medications. Where medications were 
given, they were classified as follow: 

1. Narcotics—narcotics including the syn- 
thetic narcotics. 


2. Tranquilizing drugs—tranquilizers and 
some drugs such as Sparine which have a dual 


effect, acting as a tranquilizer and as a hypo- 
tensive agent. 


3. Therapeutic drugs—those which re- 


TABLE 2 


COMPARISON OF DEGREE OF DISABILITY IN MONT- 
GOMERY COUNTY SURVEY WITH THAT OF SOLON 
AND ROBERTS’ THIRTEEN STATES SURVEY 


Degree of Montgomery Solon and 
Disability County Survey Roberts Survey 
Ambulatory 52 45 
Partially ambulatory 20 22 
Bedridden 28 33 
Incontinent 30 35 


Mentally confused 51 55 
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quire a prescription and which are not in- 
cluded above, and supportive medications 
such as vitamins. 

4. Minor drugs—medications such as laxa- 
tives, aspirin compounds, and others. 

This information was obtained in the ma- 
jority of cases from the patients’ records, and 
from administrators and staff where the 
records were incomplete. Only those drugs 
which the patient was actually receiving at 
the time the survey was made were recorded. 

A review of the literature revealed no 
similar information with which these results 
could be compared. As is shown in table 3, 
13% of all patients in nursing homes were re- 
ceiving no medication of any kind at the time 
the survey was made. Of the 474 private 
patients only 51, or 11%, received no medica- 
tion, whereas of the 66 receiving public 
assistance, 29% were not taking any drugs. 
Those patients under the Maryland Medical 
Care Program received only essential drugs 
for treatment and few supportive drugs such 
as vitamins. 

The premise that only a very few patients in 
these nursing homes were suffering with pain 
is borne out by the fact that the over-all 
prevalence of those receiving narcotics is only 
3 per cent. It is of interest to note that only 
1 of the 14 patients in this category was classi- 
fied by the administrator as an addict. 

Of the 165 persons receiving tranquilizing 
drugs, 107 or 65% were classified as being 
mentally confused. This would appear to 
agree with the therapeutic purpose of these 
drugs. The remaining 35% fell into various 
diagnostic categories and the indications for 
this type of medication, though no doubt 
valid, are not clear from the survey. In addi- 
tion, it was found that 30% of private patients 
received tranquilizers, while only 12% of the 
patients who received public assistance were 
taking them. This difference is perhaps due 


TABLE 3 


PER CENT OF PATIENTS RECEIVING MEDICATIONS IN 
NURSING HOMES 


Per Cent Per Cent 
Per Cent Private Public Assistance 

Medication All Patients Patients Patients 
Narcotics 3 3 2 
Tranquilizing drugs 30 33 12 
Therapeutic drugs 68 70 47 
Minor drugs 45 46 45 
No medication 13 ll 29 
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to the fact that until recently these drugs were 
not paid for under the Maryland Medical 
Care Program. 

With regard to the 68% of patients who re- 
ceived therapeutic drugs, it should be pointed 
out that many received more than one and 
some as many as 4 or 5 different medications. 
Public assistance patients had fewer pre- 
scriptions for supportive drugs. 

Minor drugs were being given to 246 of 
the 540 patients, or 45% of those studied. The 
vast majority of these drugs were laxatives, 

Physical Visits. The number of physician 
visits to each patient within 6 months prior 
to the survey was tabulated. This information 
on 510 of the 540 patients was obtained from 
the patients’ records where the visits were 
noted in the physician’s own handwriting, or 
in some cases written for him by the adminis- 
trator or staff member. In addition, it was 
decided to omit those persons who had been 
in the nursing home less than 6 months which 
left a total of 350 patients in the group. 

Table 4 reveals that 64% of all patients 
on whom data was available had been visited 
by a physician at least 3 times in the 6 months 
prior to the survey. This seems to be a very 
commendable showing. However, 36% of 
patients had had 2 or less visits which in- 
cludes 10% who had not been visited by a 
physician for at least 6 months. 

An examination of the data reveals that 
private patients receive many more visits from 
their physicians than do those receiving pub- 
lic assistance, i.e, a median of 5 visits as 
compared to 2 visits to public assistance 
patients. Thus, we see that 16% of public 
assistance patients had had no visit from a 
physician for at least 6 months, as compared 
to 9% of the private patients. At the other 
end of the scale we find that no public as- 
sistance patients had received 16 or more 


TABLE 4 
PHYSICIAN VISITS WITHIN SIX MONTHS PRIOR TO 
SURVEY 


Per Cent 

Per Cent Per Cent of Public 

No. of of All of Private Assistance 

Visits Patients Patients Patients 
16 or more 8 8 0 
11-15 5 6 2 
6-10 28 31 7 
3-5 23 22 $1 
26 24 44 


1-2 
No visits 10 9 16 
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visits, whereas 8% of private patients fell into 
this category. From this it appears that the 
private patient is more closely supervised by 
his physician than the patient who receives 
public assistance. The majority of patients 
in nursing homes appear to be visited ade- 
quately by their physicians. However, there 
is a disturbing number who have had no 
visits in the past 6 months and many more 
who have had only one or two visits by their 
physicians. 


Nursing Home Characteristics 


In the following portion of this study en- 
titled, “Nursing Home Characteristics,” an 
attempt will be made to determine how well 
equipped the nursing home is to fulfill the 
needs of its patients. 

Total Beds Available. Montgomery Coun- 
ty nursing homes have a total of 623 beds 
which serve its 300,000 people on a ratio of 
2.1 beds pe 1,000 population. This is con- 
siderably higher than the ratio of 1.2 beds per 
1,000 population found by Ellicott? in his 
survey of 9 Eastern Shore Counties (Mary- 
land) having a combined population of 241,- 
000 people. However, it must be remembered 
that 61% of the patients in this survey were 
from areas other than Montgomery County 
and thus the ratio of 2.1 would be far lower 
(approximately 1.4) if the number of persons 
in these areas who draw on the County’s fa- 
cilities were taken into account. 


Charge Per Month. There is a great deal 
of variation in cost per month for nursing 
home care. The average rate is $200 per 
month, but this varies from $110 to $400 per 
month, which depends in most instances 
largely on the number and qualifications of 
the staff and also on the adequacy of the 
physical plant. Solon and Roberts! found 
the average cost in their survey to be $153 
per month, however all of the homes sur- 
veyed are privately owned, profit-making 
institutions. 

The public assistance patients receive $81 
per month less than the average monthly 
charge to private patients. Only one home 
in the entire County was found to have a 
minimum monthly charge for a_ private 
patient which was below the grant given to 
the Welfare recipient. 


Staff. The full-time personnel of the 
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nursing homes surveyed were classified into 
various categories depending on their formal 
qualifications and occupational duties. There 
was a total of 264 full-time staff members 
serving the 540 patients or a ratio of approxi- 
mately two patients per staff member. This 
excludes one physician who was the owner and 
administrator of two nursing homes in the 
County. More significant than the above is 
the ratio of the number of patients compared 
with type of personnel. 


As is shown by table 5, non-nursing per- 
sonnel account for 38% of the total staff of 
the nursing homes surveyed. Non-nursing 
personnel includes maids, cooks and_ those 
classified under the category labeled “other 
personnel” which includes business man- 
agers and clerical help. While these people 
are in many respects essential to the proper 
operation of the facility, they do not render 
any direct service to the patients in the insti- 
tution. 

Nursing personnel make up 62% of the 
total. This number includes registered 
nurses, licensed practical nurses and un- 
licensed nursing personnel. Of great signifi- 
cance is the fact that only 5% of all nursing 
home personnel are registered nurses, or in 
other words there are 38.5 patients for each 
registered nurse. This is the highest ratio in 
any category, even though the high degree of 
disabilities in patients would appear to re- 
quire more registered nurses. Only two 
nursing homes in the County have a regis- 
tered nurse on duty 24 hours a day. Only 9 
homes of the 33 surveyed have a registered 
nurse on their full-time staff. Fourteen homes 
have no registered nurse or licensed practical 
nurse on their staff. Some of these homes, 
however, render only those services referred 
to as “personal care services,” but many of 
them provide principally nursing service. 
For example, one home had 42 patients, 50% 
of whom were severely limited in walking or 


TABLE 5 
NURSING HOME PERSONNEL 


Ratio— 


Per Cent Patients/Staff 
Type of Total Member 
Registered nurse 5 38.5 
Licensed practical nurse ll 17.4 
Other nursing personnel 46 44 
Maids 15 13.5 
Cooks 10 20.7 
Other personnel 13 16.8 
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could not walk at all, and an additional 30%, 
all of whom were incontinent. In addition, 
the majority of these patients received some 
type of prescription drug. Not only was there 
no full-time registered nurse available, but 
there were no licensed practical nurses on the 
staff. The survey pointed up the need for 
more adequate supervision and care of 
patients by formally qualified personnel. 
Thus, the majority of supervision and care is 
being given by unlicensed nursing personnel, 
who in the majority of cases have had little 
or no formal training. 


Acceptability for Licensing. Homes were 
classified as, (1) more than meeting the re- 
quirements of the licensing code, (2) meeting 
only the minimum requirements of the regu- 
lation, or (3) not meeting the requirements 
for licensing. Of the 33 institutions surveyed, 
7 were classified as more than adequate, 21 
were declared to be meeting only the mini- 
mum requirements and 5 were believed to be 
below standard. This classification was made 
by the Montgomery County Health Depart- 
ment. Two of the 5 homes classified as be- 
low standard had a combined total of 61 
patients and rendered nursing rather than 
personal care services. The major reasons for 
declaring these homes to be below standard 
were that they did not have an adequately 
qualified staff and that their physical plants 
left much to be desired. 


Conclusions 


Although the scope of this survey was not 
as large as others which have been done in 
this field, we feel that this does not lessen its 
validity. Nursing homes seem to be basically 
similar wherever they are found. On the 
basis of this, it is felt that the survey presents 
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an accurate picture of the nursing home and 
its patients. 

We have found that the patient who re. 
quires nursing home care is an elderly indi- 
vidual who suffers from some degree of mental 
and/or physical disability and who, there. 
fore, needs care which cannot be provided in 
the home. The care which he requires is not 
that which is given in hospitals or can be 
given in the home for the aged, but lies some- 
where between these two extremes. Care is 
based on both social and physical needs and 
this type of institution must therefore serve 
as both a home and a place where nursing 
service is provided. The social needs of 
nursing home patients take on an added im- 
portance when one considers that many, if not 
most, will remain in these institutions for the 
rest of their lives. At present, little or nothing 
is being done to meet the social needs of 
nursing home patients. There have been only 
scattered attempts at rehabilitating these 
people, the vast majority have never been 
visited by an occupational or physical thera- 
pist, in fact, the major portion of the average 
patient’s day is spent in idleness. Lack of 
stimulation may well be responsible for much 
of the mental confusion among these patients, 
many of whom should still be able to con- 
tribute in some way to the betterment of the 
community. Nursing home patients are not 
homogeneous, but present a wide range of 
disabilities. The homes present a varying 
ability to provide professional services. 
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Optical Aids for Persons with 
Subnormal Vision* 


WILLIAM H. WYCKOFF, M.D., and HARVEY H. KALIL, M.D., 


New Orleans, La. 


Great advances have been made in recent years for the provision of visual aids 
for certain patients having vision which is seriously impaired. 


THis PAPER is an attempt to show how per- 
sons with very low visual acuity can be fitted 
with special glasses enabling them to live a 
more normal life. Fonda, the Director of The 
Lighthouse for the Blind in New York, states 
that 72% of the people he fitted with special 
lenses were judged to have had a successful 
result. 

Congenital cataracts, which had been op- 
erated upon, microphthalmus, macular de- 
generation, and myopic chorioretinal degen- 
eration seem to be the conditions most prom- 
ising for such aids. Diabetic retinopathy, 
retinitis pigmentosa, atrophy of the optic 
nerve and glaucoma offer the least promising 
results, since the field of view is reduced by 
every magnifying device. Visual aids are value- 
less if acuity is below 4/200 or counting of 
fingers at 2 meters. Visual impairment of the 
conduction type responds better to a visual 
aid than do perceptive disorders. In small de- 
marcated macular lesions the spreading effect 
of magnification may give an acuity far better 
than anticipated. 

Motivation is extremely important in the 
patient’s acceptance of a visual aid. If visual 
acuity is 5/200 or better and without a con- 
stricted visual field, the patient is a good 
candidate for assistance. Often old people will 
not accept the strong reading corrections. 
Those with rigid reading habits have trouble 
in adjusting to a close reading distance. A 
compromise arrangement is possible in which 
a weaker reading addition is combined with 
a hand loupe. 


For near vision, magnification of varying 
degrees can be obtained by use of several 


_ 


*Read before the Section on Ophthalmology and Otolaryn- 
sy, thern Medical Association, Fifty-Second Annual 
eeting, New Orleans, La., November 3-6, 1958. 
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devices, loupes, high plus additions, tele- 
scopic units with plastic add caps, microscopic 
lenses, and an apparatus for projection en- 
largement. Records should contain notation 
of three factors: the visual aid used, size of 
print read, and reading distance. As magnifi- 
cation increases, reading distance and field 
are decreased. Thus, if the addition is plus 
8 D., the print is magnified twofold, but the 
vision is fixed to the principle focal plane 
of 8 D. or 5 inches. The retinal image from 
an object at 5 inches is twice as large as that 
from the same object at 10 inches. Magnifi- 
cation should be no greater than the pre- 
dominant needs of the patient. Final tests 
should not be on a reading chart but on a 
telephone directory or the like. When a voca- 
tion demands reading a certain type of print, 
it is wise to tell the patient to bring this 
with him. Special near vision cards with con- 
siderably larger print are helpful, as those 
prepared by the Visual Press. An important 
point is a period of adequate training before 
the final prescription. It is often found that 
after repeated examinations a lesser magnifi- 
cation is adequate than first supposed. 

Loupes. An ordinary convex lens, the 
simplest type of magnifier, is widely used as 
a hand-reading glass or loupe. The field is 
limited not only by the diameter of the lens 
but also by marginal aberration and seldom 
exceeds 10 to 12 degrees. The field decreases 
also as the distance of the loupe from the eye 
increases. 

Spectacle magnification. A simple spec- 
tacle magnifier consists of ordinary spectacles 
fitted to give one or both eyes a closer focus. 
Magnification is obtained simply by reducing 
the reading distance. With strong near addi- 
tions, the magnification is one-fourth of the 
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total dioptric power. In bilateral amblyopia 
of moderate degree, both eyes may take high 
plus additions up to 6 diopters, but a prism 
base in must be added so the convergence 
may be maintained without undue fatigue. 
For monocular magnification the American 
Optical Company provides plus 8, plus 16, 
and plus 24 D. using a spot diameter of 25 
mm. and minimizing marginal aberrations. 
High plus additions are preferable because 
they are simple, economical and conventional 
in appearance. Binocular vision can _ be 
achieved with additions up to plus 8 to plus 
10 D. 


Microscopic lenses. The American Optical 
Company microscopic lens is good and is avail- 
able in powers up to times ten. Binocular 
vision may be obtained in the times 2 
strength. These are attractive in appearance 
and are put in as a bifocal lens in regular 
glasses, so that a distance correction is present 
also. The Volk conoid is superior to a plus 
10 D. sphere because many partially sighted 
patients have nystagmus or eccentric fixation; 
the aperture is much larger with a Volk 
conoid which provides correction of 10 D. to 
100 D., heavier than Feinbloom. The Fein- 
bloom has lenses from times 4 to times twenty. 

Telescopic aids. To use telescopic lenses 
the patient must be stationary. Cheapest is a 
monocular appliance of twofold magnifica- 
tion that can be clipped over the spectacle 
lens of the better eye. The Kollmorgen ap- 
pliance has units of 1.7 and 2.2 magnification; 
distance correction and reading addition snap 
on to the rear and front of the unit, re- 
spectively. The maximum magnification for 
near vision is 6.6, which is equal to a simple 
plus addition of 26.5 D. The advantage of a 
telescopic aid is that there are less marginal 
and chromatic aberrations, and the focal point 
is 3 inches instead of 1.5 inches. Telescopic 
spectacles for near vision that provide a 3.5 
magnification have a field of 5 cm., the width 
of the narrow newspaper column. 


The Univis telescopic lens is inserted in 
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the patient’s distance correction at a position 
the bifocal segment usually occupies. It comes 
in 1.5 and 2 magnification with reading ad- 
ditions of plus 4 D. to plus 10 D. 


Bechtold and Feinbloom independently de- 
signed air-spaced compound-lens systems that 
give up to 14 to 20 magnification. Lightness 
is achieved by use of plastic lenses and in. 
corporation of the correction into the near 
lens. 


Projection enlargement. Magnification of 
opaque material by putting it face down on 
a transparent plate and projecting it on a 
screen has been used successfully in the class- 
room. There are 2 types, the Franklin Insti- 
tute model enlarges 3 and 5 times and is good 
for vision at around 15/200. The megascope 
has been helpful in some cases of vision as 
low as 3/200. 


In conclusion, it has been our experience 
that older people do better with two pairs of 
glasses, a Feinbloom telescopic lens for dis- 
tance, and an American Optical Company 
microscopic lens used as a bifocal for near 
vision. Children of school age do well with 
the Feinbloom appliance for distance to see 
the blackboard, and do remarkably well by 
slipping on the plastic cap add for close read- 
ing at the desk. 


Discussion (Abstract) 


Dr. George M. Haik, New Orleans, La. Patients 
handicapped by subnormal vision are patients of 
ophthalmologists from the onset. Examination of pa- 
tients with subnormal vision is oniy an extension of 
a routine eye examination. Such an examination should 
not be delegated to an individual who is not com 
pletely or thoroughly trained in the management of 
eye diseases or refractive errors. It is a mistake to 
turn these patients over to residents who are un- 
doubtedly unqualified in the management of the more 
difficult refractive errors and they are, therefore, not 
qualified to handle these refractive problems. Refrac- 
tion for a person with subnormal vision is almost 
always more difficult than the average. A knowledge 
of the type of pathologic change, muscle balance and 
visual fields influences the examination of a patient 
with low vision. 
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Does the General Practitioner Deserve 


Hospital Privileges? 


LOWRY H. McDANIEL, M.D., Tyronza, Ark. 


THIS QUESTION NATURALLY can have many re- 
plies depending upon the viewpoint of the 
one answering the query. Does the lazy, in- 
different, careless, negligent, incompetent 
G.P. deserve a place on the staff of your 
hospital or anyone’s hospital? Certainly he 
does not and the quicker we protect the pub- 
lic and the fair name of every disciple of 
Aescalapeus by justified discipline the sooner 
that dead weight around the neck of medi- 
cine will be lifted. 


The next question should follow just as 
surely as night follows day or vice versa. Does 
the efficient, studious, clear thinking, con- 
scientious G.P. deserve the privilege of ad- 
mitting, diagnosing, treating and relieving 
his patient in the hospital where opportuni- 
ties for efficient treatment are at the finger 
tips of every physician? To even bring up 
such a question should cause the listener to 
wonder why the query should ever arise in 
the first place—whether after all is someone 
straining at a gnat and swallowing a camel. 

To pursue any problem to a justified con- 
clusion, to prevent quibbling, to eliminate 
the and’s, but’s and if’s it becomes imme- 
diately necessary to understand the subject 
under discussion. With that idea in mind 
may I give you the definition of General 
Practice as approved by the Congress of Dele- 
gates of the A.A.G.P. meeting in St. Louis 
last March. I quote, “General Practice is that 
area of medical care performed by a Doctor 
of Medicine in those fields of diagnosis and 
therapy commensurate with his professional 
competence, assuming a total continuing re- 
sponsibility for the health of the individual 
or the family as a unit.” There it is—short, 
concise and true, yet complete, logical and 
impressive. That physician who follows the 
above limitations as well as qualifications is 
the General Practitioner. 


PN a before the Section on General Practice, Southern 


Association, Fifty-First A’ M 
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We doubt the wisdom of a practitioner 
trying to school himself to do such major 
league surgery as stomach resections, intes- 
tinal resections, radical and complicated 
breast removals, thoracic and vascular sur- 
gery, lobotomies, ruptured disc, etc. If he 
has been schooled himself to do ali that then 
he is a competent surgeon and no longer 
a G.P. 

Teamwork in the medical profession over 
the last half century has enabled mankind 
to add 20 years of human life and human 
endeavor, 6,000 man work days—60,000 man 
work hours—$60,000.00 more income to your 
family if you have been a dollar an hour 
man. If you have been a $5.00 an hour man 
then the medical profession has enabled you 
to bring home almost a third of a million 
dollars with that 20 extra years of human 
endeavor. And now, when we can see the 
war against disease being won in the not too 
distant future, a ripple has appeared to 
jeopardize the serenity of the medical pro- 
fession,—the greatest team ever assembled for 
the betterment of mankind with the excep- 
tion of the Christian ministry, a ripple just 
now in the form of certain staffs or certain 
administrators excluding or trying to exclude 
certain members of this winning team from 
the fruits of their joint victory and the op- 
portunity to continue serving their fellow- 
man either in or out of the hospital as the 
case may be. 

In discussing this matter with calmness, 
with reason, without rancor and bitterness, 
naturally many questions arise. Why should 
any physician be allowed to practice medi- 
cine at all? What are the duties and also the 
obligations of the surgeon, the internist or 
the General Practitioner? What niche in 
medicine does each fulfill? Does each one’s 
niche necessitate hospital privileges? If your 
answer is no we might just as well turn it 
over to socialized medicine and forget your 
ethics, your ambition, your physician-patient 
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relationship and be Dr. #103,251 in panel 
#428XYZ. If your answer is yes, just what 
privilege should each have? Certainly the de- 
fining of General Practice a few moments 
ago shows the G.P. should prescribe and ren- 
der “Therapy commensurate with his pro- 
fessional competence,” whether in the hos- 
pital, clinic or at the patient’s bedside. After 
all is it desirable, feasible or economically 
possible to make a specialist out of every 
graduate of medicine? 

If every physician is trained to be a special- 
ist who is going to treat this 85% of people 
whose complaint does not require hospitali- 
zation? If we do have hospital privileges 
what should limit the privileges granted? Is 
the keenly trained specialist to take every 
one of his patients to the hospital and ex- 
amine each one as meticulously as Dr. Peter- 
son and his group demanded from the North 
Carolina General Practitioners? I mean this 
85% capable of being relieved or successfully 
treated by a G.P. If the specialist does 
squeeze out and make obsolete the Generalist 
is he willing to take over this 85% of com- 
plaints and render service to them? Far be 
it from me to beat my breast in a holier 
than thou attitude and question the motives 
of that segment of medicine who would throw 
off half the team in accusing the latter of 
ghost surgery, excessive surgery, incompetence 
and downright dishonesty. Does the specialist 
mean that he will make house calls when a 
hospital bed is not available? 

You know Gentlemen that does happen 
frequently in so many communities where 
hospital beds are still inadequate in number. 
Is the G.P. to make these house calls then 
and when the hospital bed is available is 
he to bow out gracefully or is he to be 
stopped at the hospital entrance regardless 
of his training, ability and experience. After 
all the hospital was built for the patient and 
not as a private hunting preserve for any 
group or combination of groups in medicine. 
May we not sow the wind lest we reap the 
whirlwind. 

We rejoice in all measures to keep the 
untrained man, the eager beavers, the knife 
conscious, the operation happy, out of the 
operating room. I am sure that to describe 
one of that group as too enthusiastic sur- 
gically is a gross understatement of fact. But 
to embarrass qualified, experienced, conscien- 
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tious physicians—call them General Practj- 
tioners if you please—by erecting a barrier 
at the hospital entrance is autocratic, un. 
sound, unreal and positively detrimental to 
that one more deeply concerned than all the 
rest involved—your patient and mine. After 
all why do we have hospitals, nursing homes, 
medical schools, clinics, sanataria, the medical 
and surgical equipment manufacturers, phar- 
maceutical houses and drug stores? There js 
but one answer to the question and that 
answer is the patient. May we be certain 
that his rights are protected even before the 
whims, the jealousies, or the incomes of any 
segment of medicine. 


If we can make a person think any matter 
through calmly, deliberately and without bias 
then the justified conclusion is the inevitable 
result. Let us examine this question from 
another viewpoint. I will propound two or 
three more questions which we do not believe 
are leading. 

First, does it serve the public’s interest to 
cut off 60% of the doctors from the hospital, 
the fountainhead of therapeutic knowledge 
and information or does it serve the specialist 
alone? 

Second, is it in the interest of the patient 
to rule out his free choice of a physician who 
shall treat him at the office, bedside or hos- 
pital? Have you gentlemen forgotten that we 
offered as the basic argument for prepaid 
insurance against socialized medicine the right 
of every man for his own religious, political 
and personal habits and choices which in- 
cludes his medical advisor? 


To lay down a rule, as some members of 
the profession now propose that a patient 
may enjoy that freedom of choice as long 
as he is ambulatory and calls at the doctor's 
office, or so long as he is ill at home and 
his physician can come to his bedside, but 
that he forfeits that basic right when he 
enters a hospital is treading on very thin 
ice. Do they want to reduce the patient's 
right of free choice by one-third? Who knows 
but that tomorrow that group flushed with 
newly acquired power may try to dictate 
their method of applying a band-aid or ad- 
ministering an antibiotic? 

Third, should any man, more especially 
the physician, be cut off from his workshop 
where he can learn even more so that he 
can give better service on down the road? 
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Fourth, is it moral, ethical or legal for 
one segment to abrogate to the whole of 
medicine policies that are vicious, autocratic, 
dictatorial and wholly beyond the concepts of 
free medicine? 

Fifth, if the G.P. should not have hospital 
appointments, we must conclude that our 
medical schools are completely negligent, our 
licensing boards are wholly irresponsible, and 
that hospital and specialty boards—which are 
not licensing agencies and have no educational 
status—are the only ones capable of deter- 
mining educational needs and providing ade- 
quate educational and licensing standards. 
These are absurdities, and finally, may I 
again emphasize that we are not defending 
incompetence, giving privileges to the un- 
trained man, nor lowering standards of care, 
we are instead recognizing the General Prac- 
titioner as an important and qualified mem- 
ber of the profession, evaluating all physi- 
cians some strong, some not so strong, some 
efficient, some not so efficient, some success- 
ful, some not so successful, some being sur- 
geons, some being internists, some being ex- 
perts in public health and some being Gen- 
eral Practitioners and granting privileges to 
all who can show competence, ever remem- 
bering the fact that some bright students 
make good doctors though they are G.P.’s— 
the Ira Parks, the Steve Kenyon, the Buck 
Pressley, the G. A. Warren, the W. T. 
Wooten, the Wick Anderson, the Dave Miller, 
the M. L. Norwood, the Philip Fortin, the 
R. C. Dickinson, the J. L. Baird, the Homer 
Stroud, the L. A. Yarbrough who delivered 
me, the John Bender, the Dick Mills, the 
Andy Tomb, the Tom Robinson, the Dwight 
Murray, the Charles MacArthur, the Frederic 
Ewens, the Phillips Frohman, the Lester 
Bibler, the Irv Baumgartner, the T. E. Rhine, 
the Fount Richardson, the Walter Sackett, 
the George Thorpe, the Andy Hall type of 
physician is what I mean—yes, even include 
those great medical missionary souls as Wal- 
ter Judd, David Livingstone and Albert 
Schweitzer—everyone of them General Prac- 
titioners if you please——and be it remem- 
bered that some weak students make poor 
doctors even though they may obtain a board 
certificate with no names mentioned. 

I must tell you a true story, and truth is 
always stranger than fiction. A certain well 
trained and experienced General Practitioner 
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in a city not too far away from my home 
town was recently confronted with a new 
rule that required a board member in ob- 
stetrics to give permission before the G.P. 
could apply forceps which detained the pa- 
tient in question on the delivery table over 
two hours. When the board member arrived 
it happened that this G.P. had delivered by 
forceps this young board member some 30 
years before and that the G.P. had delivered 
over 3,000 babies before and 3,000 since the 
birth of the younger man which was in excess 
of ten times the deliveries performed by the 
young physician holding the board certifica- 
tion. How absurd we mortals—including 
some hospital boards—can be at times! 

I now give you the central thought of my 
paper—the essence of my address. 

The best medical care can always be given 
when the G.P. and specialist work hand in 
hand together and not against each other. 
Our interest should be to get the “team” to 
work for the patient, not sacrificing the G.P. 
or any other member of the team on the altar 
of expediency, jealousy, greed, or board idol- 
atry—this team that has added 20 years to 
human endeavor to your life and mine. 


Practically all segments of medicine have 
grouped themselves under the qualifying 
boards. After all why shouldn’t we before 
some energetic group takes it upon them- 
selves to attempt to assimilate the G.P.? We, 
and we alone, now compel our membership 
to continue a certain amount of intensive 
training. Possibly the time is ripe to make 
further demands on those entering our group 
and a new lustre will be added to the title 
of General Practitioner. 

This picture in color of Fildes’ painting 
“The Doctor” plus the modern version are 
the only slides used or scenes portrayed in 
our presentation. It tells the story of the 
General Practitioner of medicine as no words 
can tell it. It represents our profession at 
its highest peak. The sick-room portrayed is 
a room in a very humble home, yet it has a 
certain grace. In the window there are potted 
flowers and a song bird. As one looks at the 
room, he thinks of the modest homes por- 
trayed, or suggested, in the immortal poems 
of the plow-boy poet, Bobby Burns. 

A sick little girl is lying on a bed impro- 
vised of two chairs, an over-large pillow and 
some blankets, a stool stands at the little 
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patient’s head and on it are a bowl and 
pitcher. There is a table back of the chairs 
and on the table the mother’s arms are 
folded, and on her arms her head is bowed 
in the grief which only a mother can know. 
Behind the mother stands the little girl’s 
father. He is not looking at his child: He is 
looking at the doctor with eyes of faith and 
hope and prayer. Prayers have been repre- 
sented by many physical attitudes, but this 
father’s whole countenance is a prayer. To 
look at his face over-long will wring your 
heart. But the focal figure in Fildes’ immor- 
tal picture is that of the physician, a General 
Practitioner. His strong features are remind- 
ful of the great stone face in Hawthorne’s 
memorable story. He is seated by a small, 
round table, on which stands an old-fashioned 
kerosene lamp, its shade capable of being 
turned so as to shield the little patient’s eyes 
from the direct light. 

The doctor’s right hand rests upon his 
knee. He is leaning forward, toward his little 
patient. His strong, bearded chin rests in his 
left hand. Strength and intelligence are in his 
countenance. There is no selfishness here, 
no greed, no jealousy, no glamour. The 
sympathetic concern of all healers of humani- 
ty’s hurts is mirrored in his face. How easy it 
is for me to see Dr. Dave Allman with his 38 
dedicated projects in nonprofit organizations 
as an even more modern version of this pic- 
ture. This doctor portrayed has a reverence 
for life which makes him a co-worker with 
the creator of life. He is acquainted with 
the crises of joy and sorrow. Underneath his 
cheerfulness and sense of humor, and all the 
rest that makes life noble, runs a current of 
confidence in a power beyond himself. If the 
universe is rational and preserves its highest 
values this friend of human well-being, this 
enemy of human woe, shall be held in ever- 
lasting remembrance. To be of his tradition, 
and in his succession, is sufficient honor for 
any physician. To have this General Prac- 
titioner’s approval is the profession’s ultimate 
benediction. Gentlemen, you who _ have 
viewed this picture in color on our screen 
have just beheld the reason why America 
does NOT choose “socialized medicine.” The 
young physician we have portrayed is just a 
later edition of the noble disciple of “The 
Great Physician,” we have just described so 
minutely. 
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I cannot think of a better way to close this 
address than in the words of Dr. Frank 
Crane’s notable “Prayer of the Physicians”:1 

“We pray, O God, that we may have abso- 
lute intellectual honesty. Let others fumble, 
shuffle and evade, but let us, the physicians, 
cleave to the clean truth, assume no knowl- 
edge we have not and claim no skill we do not 
possess. Cleanse us from all credulities, al] 
fatuous enthusiasms, all stubbornness, vani- 
ties, egotism, prejudices, and whatever else 
may clog the sound processes of our minds. 
These are but dirt; make us living personali- 
ties as aseptic as our instruments. 

“Give us hearts, but let our feelings be 
such as shall come over us as an investment 
of power, to make our thoughts clear and 
cold as stars and our hands skillful and strong 
as steel. Deliver us from professionalism, so 
that we may be always human, and thus 
minister to sickly minds as well as to ailing 
bodies. Give us constant realization of our 
responsibility, for people believe in us and 
into our hands they lay their lives. Let us, 
of all men, be sober and walk in the fear of 
eternal justice. Let no culpable ignorance of 
ours, no neglect nor love of ease, spoil the 
worth of our high calling. 

“Make our discretion strong as religion, 
so that the necessary secrest of souls confided 
in us may be sacredly kept. Give us the joy 
of healing. We know how far short we may 
be of being good men; but dear God, make 
us good doctors. Give us that love and eager- 
ness and pride in our work without which 
the practice of our profession will be more 
fatal to us than to those under our care. 
Give us a due and decent self-esteem, that 
we may regard no man’s occupation higher 
than ours, envying not the king upon his 
throne so long as we are prime ministers to 
the suffering. 

“Deliver us from playing at precedence, 
from hankering for too much praise and 
prominence, from over sensitiveness and all 
such forms of toxic selfishness. Give us a 
just remuneration for our endeavors, an ade- 
quate honorarium as our beloved Dr. Elmer 
Hess so admirably expresses it; not so little 
that we cannot have the leisure we need to 
put quality into our service; not so much 
that we shall grow fat in head and leaden 
in heart and forsake our sense of ministry 
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for soft indulgence. Give us courage, but 
hold us back from over-confidence. Let us 
so discharge the duties of our office that we 
shall not be ashamed to look any man or 
woman in the face. And when at death we 
lay down our task, may we go to whatever 
judgment that awaits us, strong in the 
consciousness that we have done something 
toward challenging and conquering the in- 
numerable tragedies of life.” 


Reference 


1. Chairman’s Address, Section of G.P. June 8, 1955, A.M.A. 
meeting Atlantic City, New Jersey. 


Discussion (Abstract) 


Dr. Richard F. Sinnott, Ft. Pierce, Fla. Of the 
thousands of words spent on this subject of the gen- 
eral practitioner and hospital privileges, four points 
seem basic. 

First. One cannot rightly argue that four years of 
medical school and an internship give to the new 
graduate the skill or the wisdom or the moral right 
to assume sole responsibility in a critical illness when 
more expert care is available for help and consul- 
tation. 
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Second. Despite the self evident nature of that 
statement, the contrary caricature of the philosophy 
of general practice is attributed to us by those figures 
high in organized fragments of our profession whose 
ideology would destroy medicine as a profession by 
dividing it into a federation of unions, each pro- 
scribing with jealous and artificial caprice the privi- 
leges of its members and subordinating the whole to 
an administrative bureaucracy whose tyranny would 
be proportionate to its corrupting power. 

Third. The hospital privileges of any physician 
including the general practitioner should be based 
upon the traditional and just concept of demonstrated 
competence. 

Fourth. The fourth and last point seems often 
ignored but is really the key concept in the phil- 
osophy of general practice. A hint of recognition of 
its truth is accorded even by the American College 
of Surgeons in its grudging “grandfather clause”—but 
let us phrase it more specifically: 

Privileges must grow with experience and maturity. 

(And a corollary here which must sometimes be 
stated even though it seems obvious to right minded 
men is the historical and psychologic fact that com- 
petency does not necessarily depend upon certifica- 
tion or upon any other single prescribed method of 
learning.) 
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of Lanolin: 


Headache Due to Absorption 


BOEN SWINNY, M.D., San Antonio, Tex. 


A DEGREE OF COURAGE is needed to present 
another cause for headache, the most frequent 
discomfort of the more advanced civilizations. 
The reported causes are multitudinous and 
drugs for relief are available almost every- 
where from barber shops to planes, trains and 
restaurants. 


In the first three cases here reported of 
headache due to lanolin, the intelligent pa- 
tients suggested the cause. With the fourth 
case I had developed sufficient awareness to 
discover the cause. 


Case 1. Mrs. T. W. L., age 34, presented herself on 
Oct. 5, 1950, with the complaint of recurrent head- 
aches for as long as she could remember. Although her 
attacks formerly had been intermittent and infrequent, 
during the last 2 years she had never been free of 
some aching, with exacerbations of great distress, pain 
and sense of fullness across the frontal bulge, bilateral, 
associated with edema and erythema of the eyelids. 


The family and personal history were negative for 
allergic disease except that she had had a rash on her 
neck in the past spring diagnosed “neurodermatitis.” 
The food and drug history were negative except for 
the fact that both Scotch and bourbon whisky would 
intensify her headache. 

All studies with intradermal testing and elimination 
diets failed to elicit the cause and we gave up. 

In January of 1953, she returned with the dermatitis 
of her neck, and still with her headache. Contact test- 
ing with her cosmetics gave definite positive reactions 
to her two cream shampoos as well as to pure lanolin 
and wool. The intradermal test with wool was nega- 
tive. She returned in 2 weeks with her neck clear and 
entirely free of headache. She has remained entirely 
free of headache except on two occasions when lanolin 
preparations, without her knowledge, caused headache 
to return within a few hours of their use. 


Case 2. Mrs. C. C. E., age 49, came on March 31, 
1953, with hay fever, nasal blockage and drainage, and 
severe recurrent bilateral frontal headaches associated 
with extreme swelling of the eyelids and blurring of 
vision. Definite clinical sensitivity to our major in- 
halant allergens were proved by skin testing and ex- 
cellent relief of the nasal symptoms was obtained by 
hyposensitization. The headaches and eye symptoms 
persisted. Food and drug sensitivity could not be 
found by history, skin tests or trial diets. 


*Read before the Section on Allergy, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 


November 3-6, 1958. 
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In July of 1953, she came in with definite acute 
periorbital dermatitis. Contact tests revealed positive 
reactions to her cream shampoos and pure lanolin 
(she had a positive reaction on the intradermal test 
for wool). Avoidance of these caused her eyes to clear 
and her headaches to cease. This patient has remained 
symptom free except on one occasion when her beau- 
tician forgot and used a cream shampoo. Within 12 
hours following the shampoo her headache and eye 
symptoms recurred. She did not know a cream sham- 
poo had been used until she phoned her operator. 

Case 3. Mrs. J. O. N., 42, has been intermittently 
under my care for fall and winter nasal blockage since 
Nov. 4, 1954, with excellent results from treatment 
with ragweed, cedar, dust and molds. She had no diffi- 
culty during the fall and winter of 1956, but returned 
to my office Oct. 16, 1957, with generalized swelling of 
the face and neck associated with constant dull head- 
ache, for which an internist had prescribed acetazola- 
mide without relief. 

This intelligent patient had for some years used a 
great deal of pure lanolin on her skin and had ob- 
served that when she greased her face with it she be- 
came worse. A contact test with lanolin on the arm 
gave an edematous local reaction with slight erythema. 
On advice she eliminated all products that contained 
lanolin and her headache and swelling subsided. Five 
weeks later, following a scalp treatment, she was seized 
within one hour with severe headache, nausea and 
vomiting. She phoned her beauty shop operator and 
learned he had used a lanolin preparation against her 
instructions. Within 2 hours followin a soap shampoo 
her headache and nausea subsided. 

Case 4. Miss P. M., aged 17 years, complained for 
5 or 6 years of constant, dull headache with attacks of 
sharp pain in the right temporal region radiating to 
the right side of neck. She had a patch of itching 
dermatitis about 3 by 4 inches below the right ear. 
Seborrhea of the scalp improved with selenium sulfide 
(Selsun) prescribed by a dermatologist. She had posi- 
tive contact tests to pure lanolin and to 2 shampoos. 
The patient discontinued the use of these preparations 
and continued the selenium sulfide and pHisoderm. 
Headache and dermatitis disappeared within 10 days. 


I do not know the mechanism of these 
headaches. Patient No. 3, Mrs. J. O. N., sug: 
gested a cause, “Doctor, if my face swells from 
lanolin, why can’t my brain also swell?” 

Conclusion. The physician must consider 
an additional cause and mechanism of head- 
ache,—the absorption of substances through 
the skin. 
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Discussion (Abstract) 


Dr. Henry D. Ogden, New Orleans, La. First of all, 
I would like to congratulate Dr. Swinny on a most in- 
teresting presentation. I have not seen in the literature 
any reference to headache caused by the absorption of 
lanolin. This may help to explain some of the cases 
that appear to be allergic, but in whom we are unable 
to locate the causative antigen. After all lanolin is 
rather widely used. 

Absorption through the skin is not a very common 
way for an antigen to gain entrance into the body. 
We should, however, remember the old statement that 
an antigen may be inhaled, ingested, rubbed in or 
absorbed from a bacterial focus. Dr. Swinny has re- 
ported that in all of his cases a positive patch test was 
elicited to lanolin. 

What is the mechanism of these reported cases of 
headache? Dr. Swinny has definitely proven his point 
and has been able to bring on attacks of headache 
at will by the use of lanolin. Is it a local type of 
vascular reaction? After all, we know that some un- 
usual blood vessel changes may occur in certain cases 
of headache. I am inclined, however, to feel that the 
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action of the lanolin is systemic, by that I mean that 
the antigen is carried in the blood stream. 


Divergent views are held by various workers in the 
field of headache, actually to the point where they do 
not talk the same language. As an example, tension 
headache to one may mean that type of headache 
which accompanies or follows emotional tension or 
stress. To another worker, tension headache signifies 
the muscle tension pain or myalgia which often is a 
part of the headache pattern. 

Another great discrepancy is seen in the diagnosis of 
histamine cephalalgia. In my statistical studies, I found 
that this particular syndrome is definitely rare in 
occurrence. I cannot help but feel that many cases of 
so-called histamine cephalalgia, are in reality frontal 
headache. 

Regardless of the modus operandi, I feel sure that 
this paper will do much to make us aware of still 
another allergenic cause of headache. I for one—will 
commence investigating lanolin as a possible cause of 
recurrent headache. 

I am puzzled by the fact that the patient Case 4 
continued to use Selsun and pHisoderm, the latter 
preparation contains lanolin. 
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RACIAL DIFFERENCES IN 
CARDIOVASCULAR DISEASE 


Most doctors of the southern states in some 
phase of their professional work deal with 
patients of two races, the Caucasian and the 
Negro. Probably many of these physicians 
have developed impressions from their ob- 
servations relative to the comparative course 
and incidence of disease in the two races. 
Many of us undoubtedly have gained im- 
pressions especially with regard to differences 
in the cardiovascular diseases as related to 
race. 


It need not be reiterated that impressions 
are far from conclusive and need confirma- 
tion by accurate observations and studies. A 
recent valuable service by Phillips and Burch! 
has been a review of over a thousand reports 
which have considered racial factors in car- 
diovascular disease. They quickly learned 
that many limitations in the reported studies 
prevent any absolute deductions at this time. 
This finding in itself is of importance since 
it indicates the need for setting up, and care- 
ful conduct of studies to clarify impressions 
in this area of medical knowledge. The re- 
viewers point to the numerous errors which 
appear in the over one thousand reports in 
selection of material, statistical approaches, 
lack of correlation of control factors, and 
many others. However, though no certain 
conclusion can be drawn from this extensive 
review of the literature, certain trends are 
quite clearly shown—trends which appear to 
be similar in different studies and thus most 
probably provide an acceptable answer to 
some of our questions. 

The reviewers go to some trouble to de- 
fine the “American Negro” as a distinct type, 
which must be kept in mind when compari- 
sons are made between him and others of 
his race in other parts of the world. The 
American Negro’s negro blood is derived from 
the tribes of the West African Coast. For 
three centuries there has been miscegenation 
with Mongoloid (American-Indian) and Cau- 


1. Phillips, J. H., Jr., and Burch, G. E.: Cardiovascular 
Diseases in the White and Negro Races, Am. J. M. Sc. 
238:97, 1959. 


casian races, the latter of origins from the 
several areas of Europe. Thus, the “American 
Negro” is biologically distinct from other 
Negroes of the world, a fact to be recalled 
in comparisons of his cardiovascular disease 
with that of the Bantu of South Africa or 
even of the Western African Negro. This is 
an important point since any student of car- 
diovascular disease appreciates the genetic 
factors which must play a part in such dis- 
eases. 

As between the races there seem to be 
such anatomic differences as in the azyos sys- 
tem of veins, the position of the coronary 
ostia, and variations in the diameter of the 
aorta. There seem to be physiologic differ- 
ences in the response to immersion in cold 
water, and in the cold pressor test. Numbers 
of studies having to do with the deposits of 
lipids in the aorta and with coronary athero- 
sclerosis, and with disease of the renal arteries 
are recorded in the literature on pathologic 
changes, indicative of trends of differences 
as between the American Negro and the 
other Negroes and Caucasians. 

From a historical viewpoint, the reviewers 
say the patterns of heart disease must be 
divided into the pre-antibiotic and the post- 
antibiotic eras because of effects on types of 
heart disease related to infection. (Editorial 
comment, to keep perspective in focus, would 
emphasize that important public health con- 
trol measures antedated and coincided with 
antibiotics in control of certain of these in- 
fections.) The control of a number of infec- 
tions, at least to some degree, has naturally 
resulted in an entirely different balance as 
related to the incidence of certain forms of 
heart disease. The review by Phillips and 
Burch shows trends which may be accepted 
as the best for the present. 

Hypertension is twice as common in the 
Negro as in the white. All reports agree that 
the incidence of hypertensive disease, and 
the attendant morbidity and mortality are 
greater in the Negro. What is reported for 
the American Negro does not necessarily hold 
true for the African Negro. 

On the other hand arteriosclerotic heart 
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disease and coronary artery disease seem to 
have a different pattern of incidence. Various 
reports generally agree that this type of heart 
disease is more frequent in the white race 
in ratios even up to four times that in the 
Negro. However, there are as striking differ- 
ences between the American Negro and his 
counterpart in Haiti and Central America, 
and his cousins in Africa. 

The trends point to a greater incidence 
of rheumatic fever in white persons than 
negro. However, it seems that if the disease 
has been acquired by the Negro, its course 
is more severe than in the white and is asso- 
ciated more often with cardiac damage. 

Syphilis over the years has stood second to 
hypertension as the cause of heart disease in 
the Negro. The incidence is changing and 
will continue to do so, though it continues 
to be more frequent than in whites. Though 
the incidence of syphilis has been and is 
greater in the negro than in the white race, 
there are interesting and unanswered aspects 
of the higher incidence of aortitis in the 
syphilitics of this race as against those of 
Caucasian origin. 
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As in other forms of tuberculosis the Ne- 
gro suffers from a higher attack rate, as well 
as morbidity and mortality for tuberculous 
pericarditis, than do those of the white race. 
Subacute bacterial endocarditis is more fre- 
quently encountered in the white than in 
the negro race, probably as an expression of 
the greater incidence of rheumatic heart dis- 
ease in the former. Pneumococcal endocar- 
ditis and pericarditis have always been more 
common in the Negro as evidence of a lower 
racial resistance. 

Congenital heart disease seems to occur in 
a two to one ratio in favor of the Negro, as 
is true of all congenital anomalies. The termi- 
nology is so confusing relative to subendo- 
cardial fibroelastosis, idiopathic cardiac hy- 
pertrophy and related syndromes that evalua- 
tion on a racial basis is difficult. The re- 
viewers also include a number of less fre- 
quent conditions as to racial incidence. 

The authors have done a tremendous work 
in reviewing and summarizing over a thou- 
sand articles on the racial factors in cardio- 
vascular disease, a work for which those in- 
terested in heart disease should be thankful. 


Clinico-Pathologic Observations on Infantile Paralysis* 


“During the Michigan infantile paralysis epidemic of 
1931, 125 cases came under our observation. Eighty- 
one of these were first seen in the so-called systemic or 
pre-paralytic stage, 44 in the paralytic stage. All of the 
systemic cases received either convalescent poliomye- 
litis serum, convalescent whole blood, adult whole 
blood or a combination of these by the various admin- 
istration routes. Four of these developed paralysis. 
One was not under our control and is omitted from 
the total number, leaving 80 treated cases for analysis. 
Seventy-seven of these, or 96 per cent, did not develop 
paralysis. In the three patients devoloping paralysis 
the involvement was slight, and recovery was complete 
at the end of one month of convalescence. No case in 
this series shows any paralysis today. 

“Of the paralyzed cases, 27 received immunotherapy 
as soon as they came under observation. Nine of these 
(334% per cent) showed definite improvement (three 


: J. P., and Lowenberg, K.: Clinico- 
Pathologic Observations on Infantile Paralysis: Report of 125 


completely recovered); 18 cases (6624 per cent) showed 
no improvement (five died). Seventeen paralyzed 
cases received no immunotherapy; 12 per cent im- 
proved, 89 per cent showed marked residual paralysis. 


“Criteria upon Which the Diagnosis was Based. 
Symptoms: Fever, headache, vomiting, diarrhea, con- 
stipation, tremor, irritability, drowsiness, sweating, 
disturbance of breathing and swallowing, dromedary 
phenomenon. Physical findings: stiff neck, stiff back 
with or without pain; normal hyperactive, or lost, 
tendon cremasteric and abdominal reflexes, spinal 
fluid changes (pressure, cell count and cell type, globu- 
lin mastic and colloidal gold tests); blood count... . 


“Treatment. Twenty-one cases received immuno- 
therapy as early as the second day, 16 the third day, 
17 the fourth day, 12 the fifth and sixth days, seven 
the seventh and eighth days, four the ninth and tenth 
days, one the thirteenth day and one on the fifteenth 
day of the disease. Eighty-six and one-half per cent of 
the cases in this group received treatment between the 
second and sixth days of the disease. The three cases 
in which paralysis occurred were treated on the sev- 
enth, second and third days of the disease, respectively. 
One of these received 50 cc of convalescent whole 
blood intramuscularly; one was given a transfusion of 


YEARS | 
Convalescent and Adult Blood Transfusions: The Possible Re- "4 
| lation of Blood Group to the Severity of the Disease, Ann. 
Int. Med. 8:521, 1934. | 


1472 


125 cc of adult blood, 20 cc of convalescent serum in 
the muscle and 10 cc in the spine; and one received a 
transfusion of 175 cc of adult blood and 20 cc of con- 
valescent serum in the vein. 

“In compliance with the request of the Poliomye- 
litis Commission most of the cases treated outside the 
hospital received serum intraspinally or intravenously. 
Only a few of those treated in the hospital were given 
serum intraspinally. The dose used intraspinally varied 
between 6 cc and 20 cc and was given after preliminary 
removal of a similar amount of spinal fluid. The 
intravenous dose varied between 10 cc and 60 cc; the 
intramuscular dose between 20 cc and 50 cc. Convales- 
cent blood transfusions were given to as many patients 
as possible. The amount of blood varied between 100 
cc and 225 cc. Less than 150 cc was given in three 
cases only; 200 cc and over in 11 cases. Adult blood 
transfusions were given in the same amounts. One 
patient with bulbar symptoms, was given 325 cc of 
adult blood... . 

“Our experience leads us to recommend that 20 to 
30 cc of convalescent serum in the vein, 20 to 50 cc in 
the muscle, and a transfusion of 100 to 200 cc of con- 
valescent or adult whole blood be given, if possible, 
to all definitely diagnosed systemic cases and to those 
in the early days of the paralysis. As large doses as 
possible should be given. From information gleaned 
from the use of serum in the prevention of experi- 
mental poliomyelitis in monkeys a concentrated serum 
is indicated. 

“We are impressed with the great benefit that may 
accrue from the use of intravenous glucose, particu- 
larly in the bulbar cases, and also at times in the sys- 
temic and spinal paralytic stages. Theoretically, it 
should be beneficial in the pre-paralytic stage because 
much damage comes from edema, and because of its 
effect in improving volume blood flow. We have seen 
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headache, pain. muscle tenderness and circulatory 
collapse relieved or caused to disappear by its use, 
Increasing the osmotic pressure of the blood by means 
of intravenous hypertonic solutions aspirates the cere. 
brospinal fluid from the shrinking brain tissue cays. 
ing a reverse flow in the perivascular and ventricular 
systems.... 

“We have recorded a study of 125 cases of epidemic 
poliomyelitis including data upon which our conclu. 
sions are based; 81 in the pre-paralytic stage, 44 in 
the paralytic stage. The cases developed in the center 
of the epidemic. There are also recorded a few 
chronic cases for purpose of discussion. 

“Eighty of the pre-paralytic cases were under our 
complete control. They received either convalescent 
serum, convalescent or adult whole blood transfusion, 
or a combination of these by the various routes of 
administration. Seventy-seven, or 96 per cent, of these 
did not develop paralysis. In those developing paraly- 
sis, recovery was complete. No case shows any residual 
paralysis today. 

“Twenty-seven of the paralyzed cases received im- 
munotherapy as soon as they came under observation. 
Of these 3314 per cent showed definite improvement. 
Three completely recovered, five died. Seventeen 
paralyzed cases received no immunotherapy; 11.6 per 
cent improved, 86.64 per cent showed marked residual 
paralysis with little or no recovery. 

“The progressive nature of the pathologic involve- 
ment of the central nervous system as observed clinic- 
ally strongly suggests that immunotherapy and osmo- 
therapy should also be carried on in the early stages 
of the paralysis. ... 

“Blood group may be an influencing factor in the 
severity of the disease. Seventy-seven per cent of the 
pre-paralytic cases fell in Types IV and ILI; 58 per 
cent of the paralyzed cases fell in Types II and I.” 


ALABAMA 


Mr. Robert F. Butts, Business Manager of the 
Southern Medical Association, has been appointed to 
the President’s National Committee as Director of 
Conference Exhibits of the 1960 White House Con- 
ference on Children and Youth. Mr. Ephraim R. 
Gomberg, Conference Director, made the announce- 
ment of Mr. Butts’ appointment to this committee, 
which is a nation-wide inventory of progress in meet- 
ing the needs of the young, and expressed his deepest 
appreciation and gratitude to the Southern Medical 
Association for making his services available. 

Dr. Sheridan Shirley is a newcomer to the Univer- 
sity of Alabama Medical Center where he will be on 
the staff as Instructor in the Department of Surgery. 

Dr. Albert E. Casey, Birmingham, has been ap- 
pointed for a three year term to the State Board of 
Medical Technicians. 


ARKANSAS 


Dr. Kermit E. Krantz, Assistant Professor of Obstet- 
rics and Gynecology, University of Arkansas Medical 
Center, Little Rock, has resigned to become Professor 
and Chairman of the Department of Obstetrics and 
Gynecology, University of Kansas Medical Center, 
Kansas City, Kansas. 


DISTRICT OF COLUMBIA 


Dr. Robert H. Barter, Professor of Obstetrics and 
Gynecology at George Washington University, made 
a six weeks’ trip to the Far East as Consultant t 
the U. S. Air Force. 

Dr. Stanhope Bayne-Jones, an active member of 
the District Medical Society, was awarded an Honorary 
Doctor of Science degree by Western Reserve Uni- 
versity. 
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Dr. William H. Feldman, Chief of Laboratory Re- 
search in Pulmonary Diseases for the Veterans Ad- 
ministration in Washington, D. C., was the recipient 
of the 12th International Veterinary Congress Prize 
in 1959. 

Dr. Joaquin J. Fermoselle-Bacardi was awarded a 
Fellowship in the American Medical Writers’ Associa- 
tion. 

Dr. Martin M. Cummings, past Director of Medical 
Research for the Veterans Administration in Washing- 
ton, D. C., became Chairman of the Department of 
Microbiology at the University of Oklahoma School of 
Medicine in October. He will continue to be affiliated 
with the VA as a consultant to the agency’s Oklahoma 
City hospital. 


FLORIDA 


Dr. Louis M. Orr, Orlando, President of the Ameri- 
can Medical Association, received an honorary Fellow- 
ship in the International College of Surgeons. 

Dr. Harold O. Hallstrand, South Miami, has been 
elected one of the Vice-Presidents of the United States 
Section, International College of Surgeons. 

Dr. Edward W. D. Norton has been named Professor 
and Chairman of the Department of Ophthalmology 
at the University of Miami School of Medicine. 

Dr. W. A. D. Anderson, Professor and Chairman of 
the Department of Pathology, University of Miami 
School of Medicine, has received the annual award of 
the Scientific Products Foundation for the most out- 
standing contribution this year to the improvement of 
laboratory technics. The award was made by the Col- 
lege of American Pathologists. 

Dr. Leon S. Eisenman has been named a member of 
the Board of Directors of the Welfare Planning Coun- 
cil of Dade County representing the city of Hialeah. 


GEORGIA 


Dr. Robert L. Robinson, Atlanta, has been elected 
a member of the American Proctological Society. 

Recently Dr. Sheldon B. Cohen, Atlanta, was named 
an Assistant Professor of Psychiatry at Emory Uni- 
versity School of Medicine. 

Dr. John E. Steinhaus, Atlanta, has been named 
Chairman of the Department of Anesthesiology at 
Emory University School of Medicine, which pre- 
viously was a section of the Department of Surgery. 

Dr. William A. Hopkins, Atlanta, is now serving 
as President of the Georgia Trudeau Society. 

_Newly elected officers of the State Medical Educa- 
tion Board are Drs. J. C. Tanner, Atlanta, Chairman, 
and Herman Dismuke, Ocilla, Vice-Chairman. Newly 
elected to the Board are the following: Drs. Lee How- 
ard, Savannah; Luther H. Wolff, Columbus; and J. 


Hubert Milford, Hartwell. 


KENTUCKY 


Dr. Harold W. Conran, a native of Newfoundland, 
Canada, is a new member of the staff of Western 
State Hospital, Hopkinsville, where he will serve as 
neurologist and psychiatrist. 

President-Elect of the KSMA, Dr. Irvin Abell, Jr., 


Louisville, has been named as one of the five Ken- 
tucky health leaders to be members of a professional 
committee to select the state’s 15 winners of the 
National Foundation’s 1959 Health Scholarships. 

Dr. Melvin V. Wicker, Wayland, has served 48 years 
as a physician in Floyd County and was named a 
member of the Floyd County Hall of Fame. 

The Daviess County Medical Society presented Dr. 
F. M. Sherman, Owensboro, a gold pin for 50 years 
of service to the medical profession. 


LOUISIANA 


Dr. Lyon K. Loomis, New Orleans, has been elected 
to the Editorial Board of the Journal of Orthopedics. 

Dr. Spencer B. McNair, New Orleans, has been 
elected the new President of the Civil War Round 
Table of New Orleans. 

Dr. Joseph R. Seelig, New Orleans, represented the 
Louisiana Dental Association at the first national 
conference of the Joint Council to Improve the Health 
Care of the Aged recently held in Washington, D. C. 

Dr. Emmanuel Farber, Associate Professor of Path- 
ology and Biochemistry at Tulane School of Medicine, 
has been recently appointed for a four year term to 
the Editorial Advisory Board of Cancer Research. Dr. 
Farber has also been made American Cancer Society 
Research Professor of Pathology and Biochemistry. 


MARYLAND 


Dr. John C. Krantz, Jr., Professor of Pharmacology 
and Head of the Department at the University of 
Maryland School of Medicine, has been appointed a 
member of the National Research Council, to repre- 
sent the American Society for Pharmacology and Ex- 
perimental Therapeutics in the Division of Medical 
Sciences. 

Dr. A. M. Schneidmuhl, Baltimore, has been ap- 
pointed Director of the Eastern Health District Men- 
tal Hygiene Clinic for Children. 


MISSISSIPPI 


Dr. David G. Watson, coming from Toronto, Can- 
ada, and Dr. Darrel Smith, coming from Pennsylvania, 
have been named as new Assistant Professors to the 
Pediatric Department faculty of the Mississippi Medi- 
cal Center. 

The North Mississippi Community Hospital in Tu- 
pelo and the Greenwood Leflore Hospital in Green- 
wood were hosts for the initial sessions in a series of 
UMC-sponsored Circuit Courses for physicians that 
began in the fall. 


MISSOURI 


Three St. Louis Medical Society members have been 
named officers of the medical staff of Deaconess Hos- 
pital. They are the following: Drs. George E. Scheer, 
President-Elect; John J. Roth, Vice-President; and 
Leland E. Hosto, Secretary-Treasurer. 

Dr. Albert M. Estes, Cape Girardeau, has been in- 
ducted as a Fellow of the American College of Cardi- 
ology. 

Dr. Carl M. Peterson, Kansas City, has been ap- 

Continued on page 72 
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BOOKS RECEIVED 


Role of Hospitals in Ambulatory and Domicili Medical 
Care. WHO Technical Report No. 176. 32 pages. New York: 
Columbia University Press, 1959. Price $0.30. 


WHO Chronicle. Vol. 13, No. 6, pages 239-277. New York: 
Columbia University Press, 1959. Price $0.30. 


Resuscitation of the Unconscious Victim. By Peter Safar, 
-, and Martin C. McMahon. 79 IL: 
Charles C. Thomas, Publisher, 1959. 1.7 


Dictionary of Medical Slang. By 3. treo M.D. 207 
Il: Charles C. Thomas, Publisher, 1959. 
rice $6. 


Basic Bacteriology. Its Biological and Chemical Background. 
By Carl Lamanna, Ph.D., Scientific Director, Naval Biological 
Laboratory of the School of Public Health, University of 
California at Berkeley; and Fran _Maliette, Ph.D., Associate 
Professor of Agricultural and Bivlogical The 
Pennsylvania State University. Second edition. 835 pages. Bal- 
timore: The Williams & Wilkins Company, 1959. Price “313. 50. 


Basic Physics in Radiology. By L. A. W. Kemp, B.Sc., Ph.D., 

F. Inst. P., Chief Physicist to the London Hospital; ’and R: 

Oliver, M.Sc., F. Inst. P., A.M.I.E.E., Princi; Physicist in 

the artment of Radiotherap of the United Oxford Hos- 

Ill.: Charles C. Thomas, Pub- 
‘ice 


The Kinetics of paras Proliferation. Edited by Frederick 
Stohlman, Jr., M.D. Proceedi of a Conference held in 
~~ | a 446 pages. New York: Grune & Stratton, 1959. 
rice $5.75. 


Automatic Ventilation of the Lungs. William W. Mushin, 
M.A., M.B., B.S., F.F.A.R.C.S., fre -A.C.S., Professor of 
Anaesthetics, Welsh National School of Medicine, University 
of Wales; L. Rendell-Baker, M.B., B.S., F.F.A.R.C.S., Assistant 
Professor of Anaesthesia, Western Reserve University School 
of Cleveland, and Peter W. Thompson, B.A., 
es Chir., F.F.A. R.C.S., Consultant Anaesthetist, United 
Canditt” Hospitals, and Welsh Regional Hospital Board. 334 
Ill.: Charles C. Thomas, Publisher, 1959. 
ice 50. 


What Next, Doctor Peck? Hy joxr H. Peck, M.D. 209 
pages. New York: Prentice-H nc., tose, Price ‘$3.50. 


Clark’s > Pharmacology. By Andrew Wilson, M.D., 
Professor of Pharmacol and General Therapeutics, Uni- 
versity of Liverpool; a H. O. Schild, M.D., Reader in 
Pharmacol B.. the University of London at University 
College. 72! es, 165 wees Boston: Little, Brown 
and * 1959" ice $10.00. 


Synopsis of Ear, Nose, pees Throat Diseases. By Robert E. 
yan, -D., Department of Otolaryngology, St. Louis Uni- 
versity School of Medicine; William C. Thornell, M.D., As- 
sistant Professor, Department of Otolaryngology, Cincinnati 
College of Medicine; and Hans von Leden, M.D., Assistant 
Professor of Otolaryngology, Northwestern — Medical 
School. 369 pages. St. Louis: The C. V. Mosby Company, 
1959. Price $6.75. 


Chemical Prekiietee of Epinephrine and Norepinephrine in 
Plasma. By William M. Manger, M.D., Department of Medi- 
cine, College of Physicians and Surgeons, New York City; 
Khalil G. Wakim, 4. Section of Physiology; and Jesse L. 
Bollman, M.D ion of Biochemistry, Mayo Clinic. 354 
iprineticld, Charles C. Thomas, Publisher, 1959. 
rice 


The Care of Minor Hand Injuries. By Adrian E. Flatt, 
M.D., Assistant Professor of Orthopedic Surgery, State — 
versity of Iowa. 260 pages, sy St. Louis: The C. 
Mosby Company, 1959. Price $9.50 


Anesthesiology for Infants and Children. By Robert M. 
Smith, M.D., Anesthesiologist, The Children’s Medical Center, 
a, Mass. 409 pages, 182 ay St. Louis: The 
C. V. Mosby Company, 1959. Price $12 


ag Physiology of the Newborn oes By Clement A. 
Smit -D., Associate Professor of Pediatrics, Boston Lying- 
in Hospital, Harvard Medical tg Third edition. 485 
pages. Springfield, Ill.: Charles C. Thomas, Publisher, 1959. 


ice $12.50. 
Preventive Aspects in the ae of Pathology. i 
Technical Report Series No. 175. pages. New York: 


lumbia University Press, 1959. Price O58 30. 


Iron Deficiency Anaemia. World Health Organization Techni- 
cal Report Series No. 5 pages. New York: Columbia 
University Press, 1959. Price $0.30. 


Early Diagnosis. Edited by Henry Miller, M.D., F.R.C.P., 
Physician in Neurology, Royal Victoria Infirmary, Newcastle 


upon Tyne. 375 
Co., 1959. Price $6.50. 


Diseases of Medical Progress. By Robert H. Moser, M D., 
Associate Professor of Internal Medicine, Graduate School, 
Baylor University. 116 pages. Springfield, Ill.: Charles ¢. 
Thomas, Publisher, 1959. Price $4.75. 


Recent Progress in Oxytocin Research. By B. Berde, M.D., 
Pharmacological Sandoz Ltd., Basle, Switnerland 
American Lecture Series, 106 pages. Springfield, : Charles 
C. Thomas, Publisher, 1959. Price $4.75. 


. Baltimore: The Williams & Wilkins 


Combined Textbook of Obstetrics and Gynaecology. Edited 
by Dougald Baird, .. M.D., D.P.H., F.R.C.0.G., Regius 
Professor of Midwifery, University of Aberdeen, Gynaeco! 
Aberdeen Royal Infirmary. Sixth edition. 906 pages, 492 
$1500.” Baltimore: The Williams & Wilkins fon i 1959. Price 


Swire’s Handbook for the Assistant Nurse. Edited and re. 
vised by Ruby Thora Farnol, Examiner to the General 
Nursing Council of England and Wales. 331 F an Baltimore: 
The Williams & Wilkins Co., 1959. Price $4.00 


Synopsis of By J. Alfred Lee, MRCS, 
trop? M.M F.F.A.R.C.S., D.A., Senior Consultant 
Anaesthetist to _ “Southend-on-Sea Hospital. Fourth edition 
578 pages, 72 illustrations. Baltimore: The Williams & Wil- 
kins Co., 1959. Price $6.50. 


Snopes of Skin Diseases. By Bethel Solmons, Jun. M.A, 

R.C.P.I., Consultant Dermatologist, 
io General Hospital. 272 pages. Baltimore: The W: 

& Wilkins Co., 1959. Price $6.75. 


Synopsis of Ophthalmology. By William H. 
Professor and Chairman, Department of Ophth simology, Gis 
State University. 282 pages, 189 . eee St. Louis: The 
C. V. Mosby Co., 1959. Price $6.75 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 
Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New England J. Med. 
243:435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 

Reprints: Reprints are available at publisher's cost. An 
order form will accompany author's galley proof and 

be returned with the galley to the Editor. 

Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor, Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 


Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, MD, 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 

Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, 
Highland Avenue, Birmingham 5, Alabama. 
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Clinical Radiology of Acute Abdominal Disorders 


By Bernard S. Epstein, M.D., Associate Clinical Pro- 

fessor of Radiology, Albert Einstein College of Med- 

icine, N. Y. 827 pages, with 406 illustrations on 224 

figures. Philadelphia: Lea & Febiger, 1958. Price 

$15.00. 

This volume covers practically all of the conditions 
which radiologists are concerned with in the digestive 
tract and other abdominal organs and parts other than 
the genitourinary system. Most of the material con- 
cerns conditions which produce more or less acute 
abdominal symptoms. The four major subdivisions 
are congenital disorders; neoplastic diseases; inflam- 
matory, collagen, metabolic and vascular conditions; 
and traumatic conditions, foreign bodies and effect of 
drugs. The material is very well organized with brief, 
concise descriptions of the conditions, some of the 
symptomatology and the significant radiologic find- 
ings. Each specific condition is surveyed in quite 
broad clinical fashion which includes a good but brief 
summary of the usual symptomatology, clinical find- 
ings and differential radiological signs associated. 

At the end of each discussion are given excellent 
references for additional reading on the particular 
subject. 

The book thus serves as a useful tool for quick 
reference, as well as an immediate source of most 
valuable references for more extensive reading. 


Lesions of the Lower Bowel 
By Raymond J. Jackman, M.D., Associate Professor 
of Proctology, Mayo Foundation, University of Min- 
nesota, Rochester, Minnesota. 337 pages. Springfield, 
Ill: Charles C. Thomas, Publisher, 1958. Price 
$15.00. 


The recently published volume on Diseases of the 
Lower Bowel written by Raymond Jackman is based 
on the very extensive experience of the Mayo Clinic’s 
Proctology Section of which he is the head. 

The book is concerned primarily with the diagnosis 
and differential diagnosis of diseases of the distal por- 
tion of the large intestine, while very little discussion 
is devoted to surgical management and technic. 

The author devotes one chapter to the details of 
transrectal needle biopsy of intramural and extrarectal 
tumors. The various diagnostic procedures indicated 
for the characteristic findings of both the common 
and rare lower bowel lesions are well described and 
illustrated. Anorectal sinuses, fistulae, prolapse, diver- 
ticular disease, ulcerative colitis, polyps and carcinoma 
are some of the conditions discussed. The color atlas 
oe its 75 plates is a most impressive part of the 


This volume will be a most valuable addition to the 


library of any physician who deals in any way with 
diseases of the bowel. 


Intracranial Calcification 
By Fermo Mascherpa, Chief of X-ray Department, 


Milan Neurological Institute, Milan, Italy; and 
Vincenzo Valentino, Radiologist of the Institute of 
Semeiological Medicine, Naples, Italy. 139 pages. 
Springfield, Ill.: Charles C. Thomas, Publisher, 1959. 
Price $9.50. 


This monograph reviews extensively the subject of 
nonpathologic and pathologic intracranial calcifica- 
tion. It is profusely illustrated and most of these illus- 
trations are of excellent quality. The literature on the 
subject is critically discussed, and the bibliography 
includes all of the relevant references. This work will 
be of interest to radiologists, neurologists, and neuro- 
surgeons. It is a recommended acquistion for all medi- 
cal libraries. 


Constitution and By-Laws,* Southern 
Medical Association 


CONSTITUTION 


ARTICLE 1—Name 


The name and title of this organization shall be 
the SOUTHERN MEDICAL ASSOCIATION (a 
nonprofit organization) chartered under the laws of 
the State of Alabama, and its domicile shall be in 
Birmingham, Alabama. 


ARTICLE 2—Purposz 


The exclusive purpose of this Association shall 
be to develop and foster scientific medicine. It 
shall have no direct connection with or contro) 
over any other society or organization, nor shall it 
at any time be controlled by any other society or 
organization. All meetings of the Association shall 
be for the sole purpose of reading and discussing 
pa pertaining to the science of medicine, to 
public health and to medical education. The As- 
sociation shall not at any time take active part in 
any economic, political or sectarian questions, or 
concerted movements for securing legislative enact- 
ments. 


ARTICLE 


Section 1. Members. The membership of this 
Association shall be limited to the white members 
of the various state and local medical societies of 
the following states, viz.: Alabama, Arkansas, District 
of Columbia, Florida, Georgia, Kentucky, Louisiana, 
Maryland, Mississippi, Missouri, North Carolina, 
Oklahoma, South Carolina, Tennessee, Texas, Vir- 
ginia, West Virginia; to white medical officers of the 
United States Army, Navy, Public Health Service and 
Veterans’ Bureau on active duty and to white Amer- 
ican members the Canal Zone Medical Associ- 
ation and the Puerto Rico Medical Association. 


Section 2. Honorary Members. An active mem- 
ber of this Association who has been a member for 
a period of not less than ten consecutive years and 
who is an honorary member of his component so- 
ciety and of his constituent association, or who by 
reason of il] health or physical disability or who be- 
cause of eminence attained in the profession, may at 
the discretion of the Council be recommended for 
honorary membership. Such honorary members shall 
have all the rights and arg of membership 
except that they may not hold office nor shall they 
be required to pay dues. 


Section $. Associate Members. The Association 
may have three classes of associate members: (1) a 
layman who has rendered meritorious service to 
the medical profession or to humanity, (2) a mem- 
ber who has moved from the territory of the South- 


ern Medical Association, and (3) persons not 
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ing a degree of doctor of medicine but who are on 
the teaching staff of a medical school or engaged 
in research, practice or promotion of a science 
allied to medicine and holding a degree in a sub- 
ject commonly referred to as a basic science. To be 
eligible for associate membership under Class 3 a 
person must satisfy the requirements as set forth in 
Section 1 except for holding membership in state 
or local societies. Classes 1 and 2 may be recom- 
mended to associate membership by the Council. 
They shall not hold office, have no voice in the 
affairs of the Association or pay annual dues and 
therefore will not be eligible to receive the SouTH- 
ERN MEDICAL JouRNAL. Class $ may be accepted 
for associate membership by the Association office 
after their eligibility under the provisions of this 
Section has been determined. They shall pay the 
regular annual dues and receive the 

MEDICAL JouRNAL but shall not hold office nor have 
a voice in the affairs of the Association. 


ARTICLE 4—Screntiric Work 


The scientific work of this Association shall be 
divided into twenty sections: Section on Gen- 
eral Practice, Section on Medicine, Section on Gastro- 
enterology, Section on Neurology and Psychiatry, 
Section on Pediatrics, Section on Pathology, Section 
on Radiology, Section on Dermatology and Syphil- 
ology, Section on Allergy, Section on Physical Medi- 
cine and Rehabilitation, Section on Industrial Medi- 
cine and Surgery, Section on Surgery, Section on 
Orthopedic and Traumatic Surgery, Section on Gyn- 
ecology, Section on Obstetrics, Section on Urology, 
Section on Proctology, Section on Ophthalmology and 
Otolaryngology, Section on Anesthesiology, and 
Sectien on Public Health; and such other sections 
as the Association may from time to time create 
or provide for. 


ARTICLE 5—ANNUAL MEETING 


Section 1. The Association shall hold an annual 
meeting during which there shall be not less than 
two general sessions, one of which may be devoted 
to the business of the Association and restricted 
exclusively to the membership when so determined 
by the Council or by the Executive Committee or 
upon a petition filed by not less than twenty-five 
members of the Association. All expenses of the 
annual meeting shall be borne by the Association. 


Section 2. The time and place for holding each 
annual meeting shall be fixed by the Council. 


Section 3. Persons of distinguished scientific at- 
tainments, not members of this Association, may be- 
come guests during any annual session, and shal! 
be accorded the privilege of participating in all of 
the discussion. The privilege of the floor cannot 
be otherwise extended except by unanimous affirma- 
tive vote of the members present. 


ARTICLE 6—Orricers 


Section 1. The officers of the Association shall be 
a President, President-Elect, First Vice-President, 
Second Vice-President, a Board of Trustees, and a 
Council composed of one member from each state or 
district of the Association. An Executive Secretary, 
a Business Manager, a Treasurer, and an Editor of 
the Journal, shall be selected by and with the 
consent of the Council, with salaries and tenure of 
office to be determined by the Council. 


Section 2. All elective officers of the Association 
except the Trustees and Councilors shall be elected 
annually at the last general session. 


Section 3. The Councilors shall be appointed by 
the President, one from each of the states enu- 
merated in Article 3, Section 1, and shall serve for five 
vears, and shall not be eligible for reappointment, 
the Councilor terms expiring with the close of an- 
nual meetings. This Section shall become effective 
as of 1933, the Councilor terms to expire as fol- 
lows: 1933, Louisiana, Mississippi, Oklahoma; 1934, 
Arkansas, Georgia, District of Columbia; 1935, 
Florida, South Carolina, Virginia, Texas; 1936, 
Maryland, Missouri, North Carolina; 1937, Alabama, 
Tennessee, West Virginia, Kentucky. 


Section 4. The Trustees shall be six in number 
and shall be elected by the Council, one each year, 
te serve for a period of six years. The oldest mem- 
ber in point of service shall be the Chairman. 


ARTICLE 7—Section OFFicers 


The officers of each Section shall consist of a 
Chairman, Vice-Chairman and Secretary, and when 
so desired by the Section, a Chairman-Elect as an 
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additional officer or in place of the Vice-Chairman, 

elected annually by the members of the respective 

Sections. The chairmen and secretaries of all sec. 

tions shall meet with the President and Secretary at 

Fal argue meeting at a time to be fixed by the 
resident, 


ARTICLE 8—SEAL 


The Association shall have a common seal, with 
power to break, change or renew the same at 
pleasure. 


ARTICLE 9—AMENDMENTS 


The Association may at any annual meeting 
amend any article of this Constitution by a two- 
thirds affirmative vote of the members present and 
voting at a general session of that meeting, pro- 
vided the amendment has been presented in writ- 
ing and laid on the table at the previous annual 
meeting. 


BY-LAWS 
CHAPTER 1—MeEMBERSHIP 


Section 1. Any member who is under sentence of 
suspension or expulsion from his state or local so- 
ciety shall automatically forfeit his membership in 
this Association. 


Section 2. Each member in attendance at the 
annual meeting shall register and shall receive a 
badge, which shall be evidence of his right to all 
the privileges of membership at that meeting. No 
member shall take part in any of the proceedings of 
an annual meeting until he has complied with the 
provisions of this Section. 


Section 3. The Association may at any annual 
meeting on recommendation of Council suspend or 
expel any member of the Association by a majority 
vote of those present at the last general session of 
that meeting. 


Section 4. Application for membership in this 
Association shall be made in writing. 


Section 5. The Association reserves the right to 
accept or reject any application for mem! Pp. 


CHAPTER 2—GENERAL SESSIONS 


Section 1. The general sessions shall include all 
registered members and eligible guests who shall 
have equal rights to participate in the proceedings 
and discussion and, except guests, to vote on pre- 
vailing questions. Each session shall be presided over 
by the President, or, in his absence or inability or by 
his request, by the First or Second Vice-President. 
Three general sessions may be held at each annual 
meeting, but one of these shall be on the first 

and open the annual meeting of the Association 

be restricted to the membership and largely to a 
discussion of the business of the Association, and 
another on the third evening at which time the 
President’s address, other addresses, the report of 
the Council, of officers and committees, will make 
up the order of business for the final session. 


Section 2. The general sessions shall have auth- 
ority to create committees or commissions for sci- 
entific investigations of special interest and im- 
portance to the profession and public, and to receive 
and dispose of reports of the same; but any expense 
in connection therewith must first be concurred in 
by the Association. 


Section $. Except by special order, the order of 
exercise, papers and discussions as set forth in the 
official program shall be followed from day to day 
until it has been completed, and all papers omitted 
will be recalled in regular order. 


Section 4. No address or paper before the Asso- 
ciation, or any of its sections, except the address of 
the President and orators shall occupy more than 
twenty minutes in its delivery; and no member 
speak longer than five minutes, nor more than one 
time on any subject, provided each essayist be al- 
lowed five minutes in which to close the discussion. 


Section 5. All papers read before the Association 
or any of its sections shall be the property of the 
Association. Each paper shall be deposited with the 
Secretary of the section when read. 


CHAPTER 38—ELECTION OF OFFICERS 


Section 1. All elections shall be by secret ballot, 
by open ballot, by viva voce or standing vote, as the 
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jority of those present may elect. A majority of 
yngene cast shall be necessary to elect. 


Section 2. In balloting for the nominees for the 
various offices, if no one receives a majority of the 
votes cast the number receiving the smallest number 
of votes shall be dropped and the balloting shall 
proceed in this manner until an election shall be 
declared. 


Section 8. The report of the Council as the Board 
of Censors and the Executive Committee of this 
Association shall be presented at the last general 
session. 


Section 4. There shall be a Selection Committee 
of the Council consisting of five members from the 
Council appointed by the Chairman of the Council 
and announced at the January meeting of the Ex- 
ecutive Committee. One member shall represent 
each class with the oldest member in point of serv- 
ice acting as Chairman. It shall be the duty of 
this Committee to seek, receive and consider names 
for all elective offices. After due consideration, a 
list of nominees shall be submitted to the Council 
for nomination as prescribed already in the Consti- 
tution and By-Laws. The submission of such a list 
does not preclude nominations from the floor. The 
results of these nominations along with the report 
of the Council and the election of officers shall be 
submitted to the general membership as the final 
order of business at the last general session. 


Section 5. The election of section officers shall 
be at the last session of the sections. 


CHAPTER 4—Duties oF OFFicERs 


Section 1. The President shall preside at all 
general sessions of the annual meetings and all 
functions at which the Association is host. He shall 
appoint all committees not otherwise arranged for, 
shall deliver an annual address at a general ses- 
sion to be held at a time to be decided upon by 
the Executive Committee, shall cast a deciding vote 
in case of a tie, and shall perform such other duties 
as the definition of his office, custom and _parlia- 
mentary usage requires. The = for the gen- 
eral sessions shall be formulated by the President. 


Section 2. The First Vice-President shall assist the 
President in the discharge of his duties and in the 
event of his death, resignation, or removal, shall 
succeed him. He shall also perform such other 
duties as may be assigned to him under the Consti- 
tution and By-Laws. 


Section 8. The Second Vice-President shall be 
= officio a member of the Committee on Meeting 
laces. 


Section 4. The Executive Secretary shall be the 
chief administrative officer of the Association. His 
special areas of responsibility shall be: (a) Super- 
vision of Employees—He shall employ and direct 
all staff personnel (full and part-time) including 
the assignment of duties of such employees except 
the staff employees under the direct supervision of 
the Business Manager, the Editor, the Advisor and 
Professional Relations Counselor and other admin- 
istrative officers. (b) Promotion and Records—With 
the cooperation of the Advisor and Professional Re- 
lations Counselor and other Officers, he shall seek 
at all times to expand the membership and interests 
of the Association. He shall keep, or cause to be 
kept, the official minutes of the transactions of the 
Association as the Council may direct, and not 
otherwise provided. He shall conduct the official 
correspondence and shall be the custodian of all 
official records and papers of the Association. (c) 
Director of Finance and Budgetary Control—As 
chief finance officer of the Association, he shall 
receive all funds, including bequests and donations, 
and deposit the same to the credit of the Treasurer 
or to other officially designated Funds or Accounts. 
He shall direct the general bookkeeping and ac- 
counting system and shall render an annual finan- 
cial report to the Council. He shall prepare and 
recommend an annual budget to the Council. Said 
budget, when amended and adopted by the Coun- 
cil, shall determine the expenditure of funds durin 
the ensuing fiscal year, and shall not be amend 
without the approval of the Council. All expenses 
of the Association shall be paid by check signed by 
the Executive Secretary, either as the original signa- 
lure, or as a counter-signature as directed by the 
Council. He shall secure an annual audit of the 
books of account by a certified public accountant, 
approved by the Council, which audit report shall 

transmitted to the Council as a part of his fi- 
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nancial report. He shall be bonded in favor of the 
Association in an amount determined by the Coun- 
cil, with the premium cost of such bond to be paid 
by the Association. (d) Director of Scientific Ex- 
hibits—He shall plan and direct the scientific ex- 
hibits for the annual sessions. All proposed ex- 
hibits shall be approved by the Editor or such 
other committee or agency designated by the Coun- 
cil in order to secure professional and educational 
evaluation prior to the sessions. (e) Managing Edi- 
tor of the Journal—He shall act as managing editor 
of the Southern Medical Journal and other publica- 
tions of the Association. (f) Delegation of — 
—He may delegate to the Business Manager, by 
with his consent, or to staff personnel any portions 
of the above responsibilities. 


Section 5. The Business Manager shall be respon- 
sible directly to the Council, with the ae 
that at all times his work shall be co-ordinated wi' 
that of the Executive Secretary. He with the Ex- 
ecutive Secretary shall plan and direct all activities 
related to the production of revenue for the Associa- 
tion. His special areas of responsibility shall be: (a) 
Business Management of the Journal and other 
Publications—He shall have active direction of the 
business affairs of the Journal including (1) estab- 
lishing and maintaining advertising policies, subject 
to the prior approval of the Editor or any com- 
mittee or agency so designated by the Council, (2) 
securing advertising, (3) executing and enforcing 
contracts for printing, and supervising production 
of the Journal. (b) Director of Technical Exhibits— 
He shall plan and direct the technical exhibits for 
the annual sessions in accordance with basic policy 
established by the Council or Executive Committee. 
(c) Physical Facilities for Annual Sessions—He shall 
secure necessary facilities for holding the annual 
sessions; executing necessary contracts and agree- 
ments for proper and adequate space, and shall 
advise the Executive Secretary and the Council 
with respect to the availability of adequate facili- 
ties for the annual sessions within the territory. 
(d) Supervision of Employees—He shall employ and 
direct the full and part-time staff personnel under 
his immediate supervision. (e) Acceptance of Other 
Responsibility—At the request of the Executive 
Secretary, and/or Council, he shall take responsi- 
bility for other personnel and duties. 


Section 6. The offices of Executive Secretary and 
Treasurer may be combined and vested in the same 
person at the discretion of the Council. If the offices 
be separate, the Treasurer shall be elected by the 
Council which shall determine his compensation 
and tenure of office. He shall give bond in an 
amount determined by the Council, with the pre- 
mium of said bond to be paid by the Association. 
He shall receive all funds from the Executive Secre- 
tary and deposit the same in a bank or banks lo- 
cated in the domicile of the Association. Such de- 
positories shall be designated by and with the con- 
sent of the Council. He shall sign all checks drawn 
on the Association for sums provided for in the 
annual budget. If the offices of Executive Secretary 
and Treasurer are vested in the same person, then 
the Executive Secretary-Treasurer shall perform the 
duties of the Treasurer herein defined. 


Section 7. The Council, at its discretion, may 
elect an Advisor and Professional Relations Coun- 
selor to actively serve the Association under the 
direction of the Council. His compensation, tenure 
of office, and specific responsibilities shall be de- 
termined by the Council. Proper and adequate 
budgetary allowances shall be made in the regular 
budget submitted annually to the Council for 
adoption, said allowances to include salaries, rent, 
travel expense, supplies and other reasonable ex- 
penses incident to the performance of his duties as 
—— by the Council. He shall submit an an- 
nual report of his activities to the Council. 


Section 8. The Editor. (a) He shall be respon- 
sible for the non-advertising portion of the Journal, 
including (1) the preparation of editorials, (2) the 
selection and editing of scientific articles, (3) the 
sectional content, and (4) the general format with 
approval of the Executive Secretary and Business 
Manager. (b) He may appoint, by and with the 
consent of the Council, assistant or associate editors 
and/or an Editorial Board. (c) He will review, or 
cause to be reviewed, any books which in his dis- 
cretion merit the publication of a review in the 
Journal. (d) By and with the consent of the Execu- 
tive Secretary (acting as Managing Editor), he shall 
establish practical mechanics for handling manu- 
scripts and other materials for publication. (e) He 
may, with the consent of the Council, employ neces- 
sary secretarial assistance. 
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CHAPTER 5—Counci. 


Section 1. The Council shall hold sessions as 
seem necessary during the annual meeting of the 
Association, and at such other time as necessity may 
require, subject to the call of the Chairman or on 
petition of three Councilors. It shall hold a session 
on the first day of the annual meeting of the As- 
sociation. At each annual meeting a Chairman for 
the succeeding year shall be elected. It > 
through its Chairman, make an annual report to the 
Association at such time as may be provided for. 


Section 2. Collectively, the Council shall be the 
Board of Censors and Governing Body of the As- 
sociation. It shall have jurisdiction over all ques- 
tions involving the rights and standings of mem- 
bers, whether in relation to other members or to 
this Association. All matters brought before the 
general sessions or sections shall be referred to the 
Council without discussion, provided that all con- 
clusions, recommendations and findings of the 
Council must be approved by a majority vote of the 
members present at the general session before which 
the Report of Council shall be presented. 


Section 3. In the event of any regularly a nted 
Councilor being unable to attend the annual meet- 
ing, the President shall appoint an alternate to serve 
for that meeting. 


Section 4. The Council shall constitute the Nomi- 
nating Committee for all elective offices except the 
section officers and shall report the results of its 
deliberations to the last general session. It shall in- 
clude nominations for such offices as are to be filled 
at that annual meeting. Members of the Council 
are not eligible to any of the offices nominated by 
them. Nothing in this section shall be construed as 
preventing additional nominations being made on 
the floor by members of the Association. 


Section 5. There shall be an Executive Com- 
mittee of the Council to represent the Association 
and Council between the annual meetings to con- 
sider special matters as would come before the 
Council and report their findings and conclusions 
to the Council. Any matters of such urgency that 
they should not wait over until the annual meeting 
are to be presented to the Council in the most 
effective means and a vote taken on their recom- 
mendations by the most expenditious means. A 
majority of replies received within ten days will 
determine the action of the Council. The Executive 
Committee shall consist of seven members: 
Chairman of the Council, the Vice-Chairman of the 
Council, three other members of the Council elected 
annually by the Council, the President of the As- 
sociation and the President-elect. The Chairman of 
the Council shall serve as Chairman of the Executive 
Committee. In event of the absence of a Council 
member of this Executive Committee, an alternate 
may be appointed by the Chairman to meet during 
the respective session, with full power of the absent 
member. The Executive Committee may meet as 
often and at such places as the Chairman or four 
members of the Executive Committee may decide, 
except that one meeting each year must be held at 
the home office in Birmingham. This committee 
will be the Advisory Committee to the Woman's 
Auxiliary. All expenses of this Committee attend- 
ing meetings other than the annual meetings shall 
be borne by the Association. The Executive Com- 
mittee shall serve as a Finance Committee to work 
with the Executive Secretary in budget studies, and 
in supervising the carrying out of the annual bud- 
get; and shall consider all unappropriated or un- 
budgeted expenses before such items are considered 
by the Council. 


CHAPTER 6—Duty or Trustees 


Section 1. The legal title to all property of the 
Association shall vest in the Trustees and their suc- 
cessors in office. They shall execute all deeds of 
conveyance of property, both real and personal, 
when authorized to do so by the Council, and shall 
see that all property is insured and taxes paid 
thereon, and shall be reimbursed for such expendi- 
tures by the Treasurer, on warrants properly auth- 
orized by the Council. Any action authorized to be 
done by the Trustees within the limitations of this 
= shall be binding if done by a majority 
thereof. 


CHAPTER 7—CommMITTEES 


Section 1. There shall be Committees on Con- 
vention Arrangements, Publications, Scientific Ex- 
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hibits, Research and such other committees as the 
President or the Council may decree necessary, 
There shall be appointed annually by the Presj- 
dent, on nominations by the respective Councilor, 
five associate Councilors from each state or dis- 
trict plus the respective Councilor as Chairman. 
Such Councilor committee shall stimulate interest 
in all activities of the Southern Medical Association, 


Section 2. The Committee on Arrangements shal} 
be appointed by the President after consultation 
with the president of the host society and the Sec- 
retary of the Association. The Secretary shall Teport 
to the President and Chairman of the Council each 
month the progress made in arranging for the 
annual meeting. 


Section 3. A secret committee on awards for sci- 
entific exhibits shall consist of five members and 
shall be appointed by the Chairman of the Council. 
One member shall represent pathology, one medi- 
cine, one surgery and two at large. One member 
shall be a member of the Council and he shall be 
the Chairman of this Committee. The following 
standards are to be followed in making awards: (1) 
originality, (2) practicability, (3) applicability to 
practice of medicine, (4) quality, (5) teaching value, 
(6) quantity, and (7) personal demonstration. The 
committee shall select the three outstanding exhibits 
and report to the Council] at its final meeting. A 
certificate of merit signed by the President and 
Chairman of the Council will be presented to the 
three best exhibitors at the final session of the 
convention and shall be designated first, second 
and third. 


Section 4. There shall be a Distinguished Service 
Award of the Association which shall be awarded 
annually to any member in recognition of outstand- 
ing contributions to the advancement of medical 
science. Any member of the Association shall be 
eligible to receive the award and nominations may 
be made by any member of the Association. 


An unpublicized committee of at least five mem- 
bers with the First Vice-President as Chairman to 
be- known as the Committee on the Distinguished 
Service Award shall be appointed by the President 
to canvass and evaluate the work of the various 
nominees and shall submit the names of 
nominees to the Council which shall elect one of 
the three as the recipient of the award, to be 
publicly presented at the last general session of 
that meeting. 


Section 5. There shall be a Research Medal 
which may be awarded from time to time to a 
member of the Southern Medical Association for 
meritorious and original research work provided 
the member has made contributions to medical 
science of sufficient importance to merit this dis- 
tinction; the Council to provide for a proper com- 
mittee to evaluate research work and report to 
the Council. 


CHAPTER 8&—Duvuzs 


Section 1. Effective as of January 1, 1951, as per 
action of the Association on November 14, 1950, 
dues of this Association shall be $10.00 per year, 
payable annually in advance, membership to begin 
on date of application. 


Section 2. Any member whose dues shall remain 
unpaid for six months shall be automatically sus- 
pended at the end of six months, provided that on 
full payment of his arrearage he shall be auto- 
matically reinstated as a member in good standing 
from the date of reinstatement. 


CHAPTER 9—Fiscat YEAR 
— fiscal year shall be October 1 to September 


CHAPTER 10—Rutes oF Orper 


The deliberations of this Association shall be gov- 
erned by parliamentary usage, as contained in Rob- 
erts’ “Rules of Order.” 


CHAPTER 11—AMENDMENTS 


These By-Laws may be amended at any annual 
meeting by a two-thirds affirmative vote of 
members present and voting at a general session 6 
that meeting after the amendment has been a 
sented in writing and laid on the table for one day. 
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Underweight Children Gain and Retain Weight 
with Nilevar° 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study—Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown,S.S.; Libo,H.W., and Nussb A.H.: Norethandrolone 
in the Successful Manag t of A ia and ‘Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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tense 
and 
Nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS*—400 mg. 
unmarked, coated tablets. 


Miltown 


® 
WW) WALLACE LABORATORIES / New Brunswick, N. J. 


CM-8284 
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-DIUPRES 


RTENSIVE THE 
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by itself in a majority of patients with mild or 


effective 


greatly improved 
and simplified management 


of 
hypertension 


the first “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


DIURIL, WITH RESERPINE 


more hypertensives can be better controlled with DIUPRES alone 
than with any other agent...with greater simplicity and 
convenience, and with decreased side effects 

can be used as total therapy or primary therapy, 

adding other drugs if necessary 

in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 


should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 
are often strikingly reduced 


organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 


patient takes one tablet rather than two... 
dosage schedule is easy to follow 


economical 


DIUPRES-5 0 0 500 mg. DIURIL (chlorothiazide), DIUPRES-2 i) 0 250 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine. 0.125 mg. reserpine: 
One tablet one to three times a day. One tablet one to four times a day. 


@ merck SHARP & DOHME, DIVISION OF MERCK & CO., INCc., PHILADELPHIA 1, PA. 


© ano ) ane OF MERCK & INC. 
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Methocarbamol Robins U.S. Pat. No. 2770649 


Summary of six published clinical studies: _ Highly potent—and long acting."** 
ROBAXIN BENEFICIAL IN 92.4% OF 


SKELETAL MUSCLE SPASM GASES Relatively free of adverse 
side effects."”*** 


33 e In ordinary dosage, does not reduce 
58 | muscle strength or reflex activity.’ 


REFERENCES: 1. Carpenter, E. B.: Southern M. J.51:62% 
1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewig, 
W. B.: California Med. 90:26, 1959. 4. G’Doherty, D. 83 
and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park. H. Ws: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
78:531, 1958. 


184 34 A. H. ROBINS CO., INC., Richmond 20, Virginia 
(78.0%) {14.4%) i; Ethical Pharmaceuticals of Merit since 1878 


a ee Fiber of skeletal muscle in Fiber of skeletal muscle relaxed ( econ 
i 

— 
— 
2 
Lewis 38 25 6 
| Shields 7 14 
Park 30 21 2 
idiffe 
Plumb 60 in 5 


sodium 


TABLETS « REPEAT-ACTION TABLETS * ELIXIR » CAPSULES 
McNEIL LABORATORIES, INC. « PHILADELPHIA 32, PA. 


: 
LLU 
| 
—— 
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Religuna allergy-caused congestion 
Liquefies mucus and facilitates expec 
Soothes the i pharynx 
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wen EN Si 0 N. DISRUPTS TREATMENT 


ELIXIR A RA DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily: ALURATE®—brand of aprobarbital. 


ROCHE  asorarorics « Division of Hoffmann-La Roche Inc ¢ Nutley 10, N.J. 
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wherever there is inflammation, swelling, pain 


VARIDASE 


Lederie 


ICC | Tablets 


conditions 

for a fast 

& comfortable 
comeback 


Host reaction to injury or local infection has a 
catabolic and an anabolic phase. The body responds 
with inflammation, swelling and pain. In time, 

the process is reversed. VARIDASE speeds up 

this normal process of recovery. 

By activating fibrinolytic factors VARIDASE shortens 

the undesirable phase, limits necrotic changes due to 
inflammatory infiltration, and initiates the constructive phase 
to speed total remission. Medication and body defenses 
can readily penetrate to the affected site; 

local tissue is prepared for faster regrowth of cells. 

In infection, the fibrin wall is breached while 

the infection-limiting effect is retained. In acute 

cases, response is often dramatic. In chronic 

cases, VARIDASE Buccal Tablets can stimulate 

a successful response to primary therapy 

previously considered inadequate or failing. 


for routine use in injury and infection 
...new simple buccal route 


VaRIDASE Buccal ‘Tablets should be retained in the buccal 
pouch until dissolved. For maximum absorption, 
patient should delay swallowing saliva. 

Dosage: One tablet four times daily usually for five days. 
When infection is present, VARIDASE Buccal Tablets 
should be given in conjunction with ACHRoMycIN® V 
Tetracycline with Citric Acid. 

Each VaripasE Buccal Tablet contains: 10,000 Units 
Streptokinase and 2,500 Units Streptodornase. 

Supplied: boxes of 24 and 100 tablets. 


1. Innerfield, I.: Clinical report cited with permission 
2. Clinical report cited with permission 


Getorte) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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... Swelling & years duration rapidly spreading 


Cleared "resolved with rhus dermatitis 
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Continued from page 1473 


pointed by Governor Blair as a member of the Board 
of Curators of Lincoln University. 

Dr. Edward C. Ernst, Sr., St. Louis, received the 
International Congress of Radiology’s top award for 
1959. The award was for an exhibit on radium treat- 
ment of cancer of the uterus. 

Dr. William L. Macon, Jr., St. Louis, has been select- 
ed by the American Association of Industrial Nurses as 
a member of their Medical Advisory Committee. 

Dr. Donald C. Proctor, Sedalia, has been elected 
President of the Breakfast Division of the Optimist 
Club of Sedalia. 

Dr. Frederick B. Campbell, Kansas City, was recently 
named Vice-President of the American Board of Proc- 
tology. 

Dr. Richard E. Lord and Dr. Edward H. Reinhard, 
St. Louis County Medical Society members, will take 
part in the Eleventh Scientific Assembly of the Mis- 
souri Academy. 

Dr. Louis L. Tureen, St. Louis, attended scientific 
clinics in Austria, Denmark, and Germany during the 
summer and also presented addresses at the University 
of Tubingen and the University of Hamburg in Ger- 
many. He also attended the meeting of the Interna- 
tional Congress of Psychoanalysis in Copenhagen, Den- 
mark. 

Governor James T. Blair announced the appoint- 
ment of the State Board of Registration for the Heal- 
ing Arts. The following are the medical members of 
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the Board: Dr. Ralph Perry, President of the Missourj 
State Medical Association; Dr. Walter F. Franca, 
Hannibal, Past President of the Missouri State Medi. 
cal Association; Dr. Walter Sewell, Springfield, a Past 
President of the Missouri State Medical Association; 
Dr. Daniel E. O'Reilly, orthopedic surgeon of §, 
Louis; and Dr. H. O. Lloyd, internist of Jefferson 
City. 


NORTH CAROLINA 


Dr. William M. Coppridge, age 67, Durham, died 
August 28. Dr. Coppridge had been a member of the 
Southern Medical Association many years and had a 
record of having missed very few of the annual meet. 
ings. He was Chairman of the Southern Medical Asso- 
ciation Section on Urology in 1939, presiding over 
the Section at the Memphis meeting that year. He 
represented North Carolina on the Council of the 
Southern Medical Association which is the governing 
body, 1942-1946. At the time of his death he was 
President of the American Urological Association. The 
Southern Medical Association, urology and organized 
medicine have lost a fine friend. 

The William M. Coppridge Memorial Library for 
physicians and others engaged in the various para- 
medical specialties is planned as a living memorial to 
the memory of Dr. William M. Coppridge. 

Dr. Norman M. Sulkin has been appointed Chair- 
man of the Department of Anatomy for The Bowman 
Gray School of Medicine of Wake Forest College. 


Continued on page 80 


What is the diagnosis... 


Mrs. X, age 35—physical findings negative. 


Complaints: Constipation, alternating with periods of diarrhea, 
tenesmus, flatulence, colicky pains, easy fatig- 
ability, anorexia, periodic dull headaches and 
muscle pains. 


Many times these symptoms point to E. histolytica, the parasite 
most often misdiagnosed,! and far more prevalent than gener- 
ally suspected.?:3.4 


Accurate diagnosis of amebiasis can be made with the MOAN 
TEST on a single 5 cc. blood sample. More dependable than 
fecal examination; no special laboratory equipment or training. 


Write for descriptive literature: 


MOBAC LABORATORIES 


85 Lansdowne Avenue + Lansdowne, Penna. 


. Elsdon—Dew, R.: S. Afr. Med. J. 
32:89 (Jan., 1958) 

. Webster, B. H.: Am. Pract. & Dig. 
Treat. 9:897 (June, poe 

. D'Antoni, J.S.: NewO 
& Surg. J. 102:55 

. Rinehart, R. E., Marcus, H.: North- 
west Med. 54:708 1955) 
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AN AM ES CLI N QU C BRIEFS FOR MODERN PRACTICE 


efferson 
why is obesity a predisposing factor in diabetes? 


In many people a high carbohydrate and low protein diet not only causes the obesity 


a oo but also strains the carbohydrate-handling capacity. It is the long weight-gaining 
fe period that sets the stage for diabetes. 
al meet- Source: Strang, J. M.: Am. J. M. Sc. 236:405 (Oct.) 1958. 
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rary for BRAND Reagent Tablets 
nail to the standardized urine-sugar test for reliable quantitative estimations 
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Sensitivity 
AMES 


COMPANY, INC 
Elkhart « Indiana 
Toronto * Canada 


Afr. Med. J. 
Pract. & Dig. 
958) 


Drleans Med. 
Aug., 1949) 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...”) 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed: at least major improvement, 
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® 
phenylbutazone 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”2. Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment...."? Spondylitis: All patients 
“experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958: 
2. Robins, H. M.; Lockie, L. M.; Nor 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat, 
8:1758, 1957. 3. Kuzell, W. C.; Schat 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (phenyk 
butazone ceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN@ Alka: 
Capsules containing BUTAZOLIDING 
(phenylbutazone cercy), 100 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methylbre 
mide, 1.25 mg. 
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single-drug 
control of 
cardiac edema 


DIAMOX mobilizes bicarbonate and with it 
sodium, and the fluids of edema...reduces water 
retention with no notable changes in blood pres- 
sure or electrolyte balance. One tasteless tablet 
each morning...easy to take...rapidly excreted 
...does not interfere with sleep. 


double-drug 
control of 
congestive heart failure 


DIAMOX alternated with chloride-regulating 
agents provides more dynamic diuresis than can 
any used alone...helps potentiate diuretic effect 
and counterbalance the tendency toward systemic 
alkalosis of chlorothiazide and mercurials...les- 
sens risk of drug tolerance...extends intensive 
diuretic therapy. 


Supplied: Scored tablets of 250 mg., and Vials of 500 mg. for parenteral use. 


Acetazolamide Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 


HCO3 regulating diuretic 


Pearl River, New York GS 
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suturing $ Xylocaine® HCI Solution applied topically will permit cleaning and 
suturing of wounds with patient comfort in an emergency or in the office. Fast acting — Safe 
— Dependable. 


DUIPSITAS $ xyilocaine HCI Solution injected into the painful area will diffuse around 

the bursae relieving pain promptly — often restoring normal freedom of motion. Prolonged 

anesthesia often prevents recurring pain. 

therapeutic DIOCK: xXyiocaine HCI Solution interrupts the under 

lying mechanism of pain, with relief often persisting even after the block has disappeared. It 

is of value in assisting motion or manipulation; for severe, intractable pain conditions; and 

in allowing patient comfort for other procedures. 

MiNOr SUPLEPY xXylocaine HCI Solution will diffuse over a wide oper 

ative field, permitting pain-free removal of warts, cysts, moles, etc., and giving safe, effective, 

and predictable anesthesia for patient comfort. 

Supplied: Multiple dose vials, 20 cc. and 50 cc.; 0.5%, 1% and 2% without and with 

epinephrine 1:100,000. Ampules, 2 cc.; 2% without and with epinephrine 1:100,000. 
ASTRA 
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the complaint: “nervous indigestion” 


the diagnosis: any one of several nonspecific gastrointestinal disorders re- 
quiring relief of symptoms by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. the prescription: a new formulation, incorporating 
in a single tablet the actions of Donnatal and Entozyme. the dosage: two 
tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer 
layer: 
Hyoscyamine sulfate ............ 0.0518 mg. 
Atropine sulfate .................. 0.0097 mg. 
Hyoscine hydrobromide ...... 0.0033 mg. 
Phenobarbital (44 gr.) 8.1 mg. 


in the enteric-coated core: 


Pancreatin, N.F 
Bile salts 


ins 


A. H. ROBINS COMPANY, INCORPORATED + RICHMOND 20, VIRGINIA 
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in its completeness 


K-Ill dual-speed 
ELECTROCARDIOGRAPH 


The new Burdick dual-speed EK-III is 
not miniaturized! Smaller and lighter, it 
still produces a sharp, full, standard-sized 
5 cm. record—at either 25 mm. or 50 mm. 


equivalent to per second! 
The unit weighs just 22% pounds 
one USP Digitalis Unit = (26% pounds with all accessories). Com- 
pact design and unique carrying handle 
Physiologically Standardized : make the EK-III the ideal instrument for 


; accurate office cardiography, as well as 
therefore always : for bedside use. 


dependable. Investigate the advantages. of the new 

Burdick EK-III. Your Burdick repre- 
‘sentative will gladly demonstrate the 
instrument at your convenience . . . oF 
write directly to the company for com- 
plete descriptive material. No obligation, 
of course. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Routine electrocardiograms are important under age 


Boston, 18, Mass, 40 for future comparison; over age 40 for screening. 
JAMA, Mar, 28, 1953 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: NEW YORK * CHICAGO ATLANTA LOS ANGELES 
Dealers in all principal cities 
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Fostex’ 


e __ treats their 


© while they ? 
wash | 


duationee the skin helps remove blackheads dries and peels the skin 
...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


G FOSTEX CREAM Drostex CAKE 


... in 4.5 oz. jars. For thera- ...in bar form. For therapeu- 
peutic washing in the initial tic washing to keep the skin 
phase of oily acne treatment. dry and free of blackheads 
during maintenance therapy. 
Also used in relatively less 
Write for samples. oily acne. 


WESTWOOD PHARMACEUTICALS Buffalo 13, New York 
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CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


MPACT—less space required . . . SIMPLIFIED—but 
lowing technical flexibility .. . CONTEMPORARY —will 
mpliment its surroundings . . . TILE—diagnostic 
diography—fluoroscopy. 


4 


COMPLETE . . . 18” focal spot table 
top distance...recipromatic 
ucky ... hand tilt table... 
12” x 16" fluoroscopic screen .. . 
motor driven table . . . spot device 
... 12” x 12” fluoroscopic screen. 


... 300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer . . . both 
with integrating fluoro- 


Continued from page 72 


Dr. George W. Paschal, Jr., Raleigh, is General 
Chairman of the Research Center Fund for Bowman 
Gray School of Medicine. 


OKLAHOMA 


New faculty appointments at the Oklahoma Medical 
Center are the following: Drs. L. C. Kavan, Instructor 
in Urology; Samuel B. Leslie, Clinical Assistant ip 
Ophthalmology; Frank Gaffney Gatchell, and George 
F. McDonnold, Clinical Assistants in Surgery. 

The new officers of the Oklahoma State Medical 
Association are as follow: Drs. A. T. Baker, Durant, 
President; Walter E. Brown, Tulsa, President-Elect; 
Charles E. Green, Lawton, Vice-President; Johnny A, 
Blue, Oklahoma City, Secretary-Treasurer; Wilkie D, 
Hoover, Tulsa, Delegate to the AMA; Joe L. Duer, 
Woodward, Alternate Delegate to the AMA; Malcom 
E. Phelps, El Reno, Delegate to the AMA; R. Q. Good- 
win, Oklahoma City, Alternate Delegate to the AMA; 
Clinton Gallaher, Shawnee, Speaker of the House of 
Delegates; J. Hoyle Carlock, Ardmore, Vice-Speaker of 
the House of Delegates; and Ben H. Nicholson, Okla- 
homa City, Editor-In-Chief of the Journal. 


Governor Edmondson announced the following 
members of the State Board of Medical Examiners; 
Drs. Lillian Robinson, Enid; C. Riley Strong, El Reno, 
Wayne A. Starkey, Altus; E. C. Northcutt, Ponca City; 
W. Pat Fite, Muskogee; E. F. Lester, Oklahoma City; 
and Marshall O. Hart, Tulsa. 

Dr. Harris D. Riley, Jr., Department of Pediatrics, 
University of Oklahoma School of Medicine, was one 
of the speakers for the Twenty-Fourth Piedmont 
Graduate Clinical Assembly held in Clemson, South 
Carolina, in September. 

Dr. Edward D. Greenberger, McAlester, attended 
the Ninth International Congress of Radiology in 
Munich, Germany during the summer. 

Dr. Dayton Royse, Oklahoma City, has joined the 
staff of the Weatherford Hospital. 


SOUTH CAROLINA 


The South Carolina Pediatric Society elected the 
following new officers at its annual meeting in Co 
lumbia: Dr. C. E. Zemp, Camden, President; Dr. 
Kenneth H. Herbert, Charleston, Vice-President; and 
Dr. Casper Wiggins, Greenwood, Secretary-Treasurer. 

Dr. John S. Jachna has transferred to the Columbia 
Veterans Hospital as Radiologist from the VA Center, 
Los Angeles, California. 


TENNESSEE 


Dr. Daniel H. Framm, pediatrician, has joined the 
staffs of Tepper Clinic and Tepper Hospital in Chat 
tanooga. 

Dr. R. R. Bowes, Nashville, was recently conferred 
the degree of Master of Medical Science by the College 
of Medical Evangelists at Loma Linda, California. 

Dr. Thomas Frist, Nashville, has been named as Go 
Chairman of the Governor’s Committee to prepare fot 


Continued on page 84 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 


RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 


RELIEVES ASSOCIATED 
PHYSICAL TENSION 
by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


benactyzine + meprobamate | 
= confirmed efficacy | 
« documented safety 


SUPPLIED: Bottles of 50 light-pink, scored tablets 
COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


WALLACE LABORATORIES New Brunswick, N. J. 


T rrave-mank 00-9290 


reneral } 
owman 
| 
tructor 
ant in 
George 
Medical 
Durant, 
t-Elect; 
nny A, 
Ikie D. 
. Duer, 
Malcom 
> AMA; i 
ouse of 
aker of ; 
1, Okla- 
slowing 
iminers: 
Reno, j 
ca City; Re 
na City; | 
diatrics, 
was one 
iedmont 
q 
ee 


SOUTHERN MEDICAL JOURNAL NOVEMBER 1959 


BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 


Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Jas. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M.D, 
Medical Director Associate Director 


Phone HEmlock 5-4486 


HILL CREST SANITARIUM 
Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 
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the addition of the decongestant 
makes for better cough control 


Each 5 ml. tsp. of TRIAMINICOL provides: 
Triaminic® 
(phenylpropanolamine HCl 
pheniramine maleate 
pyrilamine maleate 
Dormethan (brand of dextromethorphan 
HBr) 15 mg. 
Ammonium chloride 90 mg. 


In a pleasant-tasting, fruit-flavored, non- 
alcoholic syrup. 


Dosage: Adults — 2 tsp. 3 or 4 times a day; 
children 6 to 12—1 tsp. 3 or 4 times a day; 
children under 6 — dosage in proportion. 


by decongesting 
the cough area 


while controlling 
the cough reflex 


TRIAMINICOL provides more complete 
cough control than regular “cough syrups” 
because it contains Triaminic,!:?* the lead- 
ing oral nasal decongestant. This decongests 
the mucous membranes of the respiratory 
tract, reducing swelling and sensitivity, and 
controlling irritating postnasal drip, a com- 
mon cough stimulus. 


TRIAMINICOL also acts directly on the 
cough reflex center. It provides the non- 
narcotic antitussive, Dormethan, fully as 
effective as codeine but without the draw- 
backs of codeine.* Liquefaction and expul- 
sion of exudates is aided by the classic 
expectorant action of ammonium chloride. 
References: 1. Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 
1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


4. Bickerman, H. A.: in Drugs of Choice, Mosby, St. Louis, 
1958, p. 547. 


syrup 


SMITH-DORSEY: a division of The Wander Company * Lincoln, Nebraska 
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the White House Conference on the Aged, in 1961, by 
Governor Buford Ellington. 


Dr. E. L. Caudill, Sr., has been elected Chief of 
Staff by the Carter County Memorial Hospital medical 
staff. Other officers elected are as follow: Drs. E. T. 
Pearson, Vice-Chief of Staff; W. G. Frost, Head of the 
Surgical Division; R. J. Allen, Chief of Obstetrics De- 
partment; John A. Knapp, Medical Department Head; 
and Royce Holsey, Secretary-Treasurer. 

Dr. W. Webb Wilson, Jackson, recently joined the 
staff of the Jackson Clinic in the Department of 
Ophthalmology. 

Dr. Robert I. Bourne, Jr., Mt. Pleasant, recently 
joined the staff of Benton Hospital at Camden. 

Dr. Marshall Brucer, Chairman of the Oak Ridge 
Institute of Nuclear Studies, was presented a special 
award for his services to the field of pathology by the 
Board of Governors of the College of American Path- 
ologists and the Executive Committee of the American 
Society of Clinical Pathologists. 


TEXAS 


Dr. Curtice Rosser, Dallas, Clinical Professor and 
Head of the Division of Proctology, University of 
Texas Southwestern Medical School and member of 
the Editorial Board of the Southern Medical Journal, 
was one of the recipients of an honorary Fellowship in 
the International College of Surgeons. 


Dr. R. G. McCorkle, Austin, was elected to Fellow- 


NOVEMBER 1955 


ship in the International College of Surgeons in Sep. 
tember. 

Dr. Marc J. Musser, Director of Professional Serviggg 
at the Houston, Texas Veterans Administration Hog 
pital, has been appointed Director of Medical Research 
for the Veterans Administration. 

Dr. Willard R. Cooke and Dr. H. Reid Robinsog 
have been appointed as Professors Emeritus in thé 
Department of Obstetrics and Gynecology at the Unk 
versity of Texas Medical Branch, Galveston. 

Dr. E. E. Muirhead, Dallas, has been named Dire 
tor of Laboratories for the Woman’s Hospital and Pro. 
fessor of Clinical Pathology at Wayne State University 
College of Medicine in Detroit, Michigan. 

Dr. Arild Hansen, Professor of Pediatrics at the 
University of Texas School of Medicine, Galveston, 
was presented the Distinguished Service Award by the 
American Heart Association. 

Dr. J. Edward Johnson, Austin, is the new President 
of the Austin-Travis County Heart Association. Dr, 
Douglas Terry, Austin, is Vice-President. 

Recently appointed Professor and Chairman of the 
Department of Obstetrics and Gynecology of the Uni- 
versity of Texas Medical Branch at Galveston is Dr, 
William James McGanity, formerly of Nashville. 


VIRGINIA 


The following new members have been admitted 
into The Medical Society of Virginia: Drs. Kenneth 


Continued on page 86 
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case profile no. 2840* 


A 55-year-old man complained of a pain- 
ful, very stiff neck on the left side. There 
was marked muscle spasm that seemed to 
involve primarily the trapezius muscle. He 
had a severe headache, with the pain radi- 
ating down the left side of the neck to the 
shoulder. There were no other findings on 
physical examination and results of rou- 
tine laboratory tests were normal. 

Trancopal was prescribed in a dosage of 
200 mg. q.i.d. The first and second dose of 
Trancopal gave only moderate relief. How- 
ever, after the third dose, there was marked 
relief of the stiffness of the neck, as well 
as the headache and shoulder pain. 


After the fourth dose, medication was grad- 
ually decreased and was discontinued on 
the sixth day. One week later, the patient 
had moderate recurrence of the torticollis, 
and Trancopal was again prescribed in 
doses of 200 mg. q.i.d. The patient obtained 
complete relief in one day and no further 
treatment was required. 
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THE FIRST TRUE “TRANQUILAXANT” 


for anxiety and. 
tension states 


case profile no. 3382* 


A 35-year-old woman, a professional 
model, had an acute, severe attack of anxi- 
ety. She was irrational and unable to eat, 
and was very restless. 


Initial medication consisted of aspirin with 
codeine and later meprobamate. Neither 
was effective, and the patient’s condition 
became worse. She had to be hospitalized 
because of the marked anxiety. Trancopal 
was then prescribed in a dosage of 200 mg. 
q.i.d., in addition to bed rest. 


After the second dose of 200 mg. of Tran- 
copal, the patient became calm and ra- 
tional, and was able to eat. The dosage of 
Trancopal was gradually reduced to 100 
mg. q.i.d. on the fourth hospital day, after 
which the patient was discharged and was | 
able to return to her normal occupation. 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 
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THE FIRST TRUE “TRANQUILAXANT” 


potent MUSCLE RELAXANT 
effective TRANQUILIZER 


Indications: 
Musculoskeletal! Psychogenic! 
Neck pain (torticollis, etc.) Anxiety and tension states 
Low back pain (lumbago, etc.) Dysmenorrhea 
Bursitis Premenstrual tension 
Rheumatoid arthritis Asthma 
Osteoarthritis Angina pectoris 
Disc syndrome Alcoholism 
Fibrositis 
Ankle sprain, tennis elbow, etc. 
Myositis 


Postoperative muscle spasm 


Dosage: Adults, 100 or 200 mg. orally three or four times 

daily. Relief of symptoms occurs in fifteen to thirty minutes and 
lasts from four to six hours. The higher dosage is recommended for 
the treatment of patients in the acute stages of painful 
musculospastic conditions, and anxiety and tension states. 
Children (5 to 12 yrs.) , 50 mg. three or four times daily. 


Supply: 
Trancopal Caplets® 
100 mg. (peach colored, scored), bottles of 100. 


New Trancopal Caplets 
strength > ah 200 mg. (green colored, scored) , bottles of 100. 


“Chlormethazanone [Trancopal] not only relieved painful 
muscle spasm, but allowed the patients to resume their normal 
activities with no interference in performance of either 
manual or intellectual tasks.”2 


“The effect of this preparation in these cases [skeletal 
muscle spasm] was excellent and prompt...” 


“... Trancopal is a most valuable drug for relieving 
tension, apprehension and various psychogenic states.”4 


1. Collective Study, Department of Medical Research, 
Winthrop Laboratories. 

2. Lichtman, A. L. (N.Y. Polyclinic M. Sch. & Hosp.): 
Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 

3. Mullin, W. G., and Epifano, Leonard (Long Island College 
Hosp.): Am. Pract. & Digest Treat. To be published. 

4. Ganz, S. E. (NewYork, N. Y.): J. Indiana M. A. 52:1134, 

July, 1959. 


LABORATORIES 
New York 18, New York 


Trancopal (brand of chlormezanone) and Caplets, trademarks 
reg. U.S. Pat. Off. Printed in U.S.A. 9-59 (1400M) 
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safe... prompt... acceptable 


a viscolized at 3,000 pounds pressure to assure uni- 
formity and stability, Trip-sul suspension is a pourable, 
palatable, pleasant tasting triple-sulfa of wide choice 
—buffered with sodium citrate to eliminate crystal 
formation in the kidneys. 


Sulfacetamide, too! 


TRIP-SUL SUSPENSION TRIP-SUL TABLETS 
Each fluid ounce (30 cc.) contains: 


Each pink tablet contains— 
Sulfadiazine 


Sulfacetamide US.P. .... 166.7 mg. 
Sulfamerazine 


Sulfadiazine U.S.P 166.7 mg. 
Sulfacetamide 


Sulfamerazine US.P. .... 166.7 mg 
Packaged: 100 and 1000 
(Equivalent in buffering power of 40 grs. 
sodium bicarbonate) 


Packaged: Pints and Gallons 


Carrtone Laboratories, 


NEW ORLEANS, LOVISIANA 
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Continued from page 84 


William Berger, Falls Church; Robert A. Orr, Legs. 

burg; Marvin Que Sanner, Alexandria; Wesley Graham 

[ UCKER HOSPIT AL INC Stephen, Troutville; and Earl Edward Virts, Jr., Lees. 

burg. 

212 West Franklin St. _ Dr. Alvah P: Bohannon, Virgilina, who has prac. 

ticed in that community for 52 years, was recently 

RICHMOND, VIRGINIA honored by some 500 residents of his town. i 

Dr. John W. Massey, Jr., Newport News, has been 

elected President of the Peninsula Heart Association's 
Board of Directors. 

Bo 3 Dr. Ronald B. Harris, Gill Memorial Eye, Ear and 

treatment of psychiatric and neurologi- Throat Hospital, Roanoke, has been certified by the 


cal patients. Hospital and out-patient American Board of Ophthalmology. 
Dr. W. Duanf Belt has joined the staff of the Medi- 


A private hospital for diagnosis and 


services. cal College of Virginia as Assistant Professor of 
Anatomy. 

(Organic diseases of the nervous system, psycho- Dr. Warren E. Weaver, Dean of the School of 

neuroses, psychosomatic disorders, mood disturb- Pharmacy of the Medical College of Virginia, is Chair- 


man of the Program Committee for The American 
Chemical Society, Southeastern Regional Meeting of 
Local Sections. 


ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 


problenss.) Dr. W. Taliaferro Thompson, Jr., Professor of Medi- 
P 
cine of the Medical College of Virginia, has been 
named to the‘Board of Trustees of Mary Baldwin 
Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER College, Staunton. 
Dr. Georce S. Futtz, Jk. Dr. AMELIA G. Woop Dr. Holmes T. Knighton, Professor of Microbiology 


of the Medical College of Virginia, is the new Presi- 
Continued on page 92 


METRAZOL 


reactivates the geriatric patient 


TRAZOL 


reactivates the convalescent 


DETR A ZOL 


reactivates the fatigued 


| for the geriatric patient - 2 tablets or teaspoonfuls, three times daily. 
for the convalescent and the fatigued -1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets and Liquidum 
Each tablet, 100 mg. METRAZOL. Each teaspoonful, 100 mg. METRAZOL and 1 mg. thiamine, 
availability — for those patients who need additional vitamins — 


Vita MBETRAZOL Hlixir and Tablets 
Each teaspoonful, 100 mg. METRAZOL, 10 mg. niacinamide, 1 mg. each of thiamine, 
riboflavin, pyridoxine, and 2 mg. d-panthenol, Each tablet, in addition, 25 mg. vitamin C 


dosage 


METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


packaging KNOLL PHARMACEUTICAL COMPANY 
(formerly Bilhuber-Knoll Corp.) 


alcoholic solution) in pints. Orange, New Jerse y 
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the disease of many masks 


Doctor, do you recognize this patient? She complains 
of flatulence, constipation with alternating periods 
of diarrhea, and colicky pains in the lower right 
quadrant. At other times she is troubled by anorexia, 
lassitude, dull headache, muscle pains and backache. 
Or she may have only one or two of these symptoms. 


In these puzzling cases, serious consideration should 
be given to intestinal amebiasis—the disease of 
many masks. Clinicians say it is ‘‘one of the most 
widespread and serious protozoan diseases of man,” 
yet ‘‘there is no parasite more often misdiagnosed 
than is E. histolytica.’’ Conservative estimates place 
the incidence at 10% of the United States population 
as a whole, and 16% in southern states. 


Now Glarubin, a relatively non-toxic amebicide, 
simplifies the treatment of suspected cases of intes- 
tinal amebiasis. Glarubin, a crystalline glycoside from 
the fruit of Simarouba glauca, is a specific amebicidal 
agent with minimal side effects. It contains no arse- 
nic, bismuth or iodine. 


Glarubin is administered orally in tablet form and 
does not require strict medical supervision or —_ 
alization. Extensive clinical trials prove it highly 
effective in intestinal amebiasis, and virtually free 
of toxicity. 


Supplied in bottles of 40 tablets, each tablet contain- 
ing 50 mg. of glaucarubin. Write for descriptive 
literature, bibliography, and dosage schedules. 


NeurGlarubin 


TABLETS 
specific for intestinal amebiasis 


THE S. E. IMBASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK + KANSAS CITY +» SAN FRANCISCO 
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If one...or all... needs nutritional support... 


they 
deserve 


GE RA Capsules—14 VITAMINS AND 11 MINERALS 


Vitamin - Minera! Supplement Lederle For Complete Formula see PDR (Physicians’ Desk Reference), page 689 


® 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York z=) 
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in eight years Novahistine hasn’t cured a single cold—but it has brought 


prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. + For long-lasting ‘‘Novahistine Effect” 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


sf PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. « Indianapolis 6, indiana 


Novahistine] 


LONG-ACTING 
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GENUINE ENGRAVED. 


APOINTHENT 


CARDS 
sl) FOR 1000 


BUSINESS ANNOUNCEMENTS 


WRITE FOR FREE PROOF 


DEWBERRY ENGRAVING (0. 


BIRMINGHAM, ALA. 


3201-4th AVE. $0, 
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150,000 PHYSICIANS 
THE WORLD OVER DEPEND ON 
! THE INTEGRITY BEHIND THIS NAME 


CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR HEARTPAC 


ELECTROSURGICAL UNITS 

HOSPITAL-CLINIC-OFFICE 
ULTRASONICS DIATHER 

INFRARED 


GALVANIC. UNITS 
ELECTROMUSCLE STIMULATORS 
THE, VIBRABATH 


\ and 
\ THE FAMOUS HYFRECATOR 


Los Angeles 32, California 


In rectal examinations: 


Save time 

Cut costs 

Simplify procedure 
Eliminate rubber gloves 


Use disposable polyethylene 
Anushield 


500 - $6.00 1000 - $11.75 


Postpaid in U. S. 


Samples and Brochures on request 
UROLOGIC ACCESSORIES CO. 
80 Wall St., N.Y. 5, N.Y. 
Dept. SJ 


designed by a urologist 
for urologists 
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faster 
healing 
at any location 


CHYMAR 


Buccal ; Aqueous; Oil 
superior anti-inflammatory enzyme 


controls inflammation, 
swelling and pain 


Chymar averts or rapidly reduces 
objective and subjective signs of inflam- 
mation of all types. It dissipates edema 
and hematoma, improves local circulation, 
reduces pain and accelerates healing. Side 
effects that have been observed with 
steroid-type anti-inflammatory agents 

do not occur with Chymar. 


thrombophlebitis pelvic inflammatory 


cellulitis disease 
asthma biopsies 
bronchitis ulcerations 
sinusitis peptic ulcers 
burns dermatoses 
bruises conjunctivitis 
sprains uveitis 
fractures 


CHYMAR Buccal Crystallized chymotrypsin in a tablet 
formulated for buccal absorption, Bottles of 24 
tablets. Enzymatic activity, 10,000 Armour Units 


per tablet. 


CHYMAR Aqueous Solution of crystallized chymotryp- 
sin in sodium chloride injection for intramuscular 
use. Vials of 5cc. Enzymatic activity, 5000 Armour 


Units per cc. 


CHYMAR Suspension of crystallized chymotrypsin in oil 
for intramuscular injection. Vials of 5 cc. Enzy- 


matic activity, 5000 Armour Units per cc. 


ARMOUR PHARMACEUTICAL COMPANY . KANKAKEE, ILLINOIS . 
Armour Means Protection 


© 1959 A. P.Co. 
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CLASSIFIED ADVERTISEMENTS 


WANTED—Associate to join EENT group of three 
doctors on the Texas coast. Want Board certified or 
eligible in either eye or ENT. Must be willing to do or 
learn to do some work in other specialty. Contact SC, 
c/o SMJ. 


POSITION WANTED—Experienced Registered Physi- 
cal Therapist desires position of chief therapist in a 
small hospital or doctors’ clinic or combination there- 
of. Male, 28, Caucasian, married, veteran. David S. 
Shelton, 324 South 27th Avenue, Omaha 31, Nebraska. 


AVAILABLE—Well established and active general 
practice with X-ray, B.M.R., Whirlpool, E.K.G., etc., 
Western Maryland; hospital coverage, educational op- 
portunities; hunting, fishing, swimming, winter sports 
very good. No cash required. Contact VG, c/o SMJ. 


INTERNIST WANTED—New Orleans, Louisiana. 
Board eligible or certified, to be one of two internists 
in established seven man clinic. Guaranteed salary in- 
itially with subsequent partnership. Address: Dr. 
Daniel W. Hayes, Sellers and Sanders Clinic, 4414 
Magnolia Street, New Orleans 15, Louisiana. 


WANTED—Experienced Radiologist, board certifica- 
tion not required but preferred, to head Radiology 
Service of busy, modern, fully equipped, Veterans 
Administration Outpatient Medical Clinic, located in 
downtown Montgomery, Alabama. Desirable vacation 
with pay, annual and sick leave benefits, and retire- 
ment benefits. Good opportunity for advancement. 
Salary range $9,890 to $13,970 depending on experience 
and whether board certified. Must be U. S. citizen. 
Write, wire or phone Director, Professional Services, 
Outpatient Clinic, 400 Lee Street, 
Alabama. 


Montgomery, 


WANTED—General practitioner or internist for Out- 
patient Department of VA Hospital, Birmingham, Ala- 
bama. Female physician acceptable. Stimulating medi- 


NOVEMBER 1959 


cal center atmosphere, scheduled 40-hour work week, 
desirable vacation and retirement benefits, good Oppor- 
tunity for advancement. Salary according to qualifica- 
tions. Must be U. S. citizen. Write Director, Profes. 
sional Services, VA Hospital, Birmingham, Alabama. 


Continued from page 86 


dent-Elect of the International Association for Dental 
Research. 

Dr. George Margolis was recently appointed Chair. 
man of the Department of Pathology of the Medical 
College of Virginia. 


WEST VIRGINIA 


Dr. Jacob C. Huffman, Buckhannon, has been in- 
stalled as President of the West Virginia State Medi- 
cal Association. Other officers are: Drs. D. E. Green- 
eltch, Wheeling, Vice-President; Daniel N. Barber, 
Charleston, Treasurer; and John W. Hash, Charleston, 
President-Elect. 

The following new members of the Council of the 
West Virginia State Medical Association were elected: 
Drs. Richard E. Flood, Wierton, First District; Justus 
C. Pickett, Morgantown, Second District; A. C. Espo- 
sito, Huntington, Fourth District; Harold Van Hoose, 
Man, Fifth District; and Clyde A. Smith, Beckley, 
Sixth. 

Dr. C. R. Davisson, Weston, was re-elected for his 
second term as a member of the Council from the 
Third District. 

Dr. Frank J. Holroyd, Princeton, was re-elected AMA 
delegate from West Virginia. Dr. Thomas G. Reed, 
Charleston, was renamed to a two year term as AMA 
alternate. 

Dr. Charles M. Scott, Bluefield, was elected Presi- 
dent of the West Virginia Chapter of the Medical Col- 
lege of Virginia Alumni Association. 

Dr. Thomas S. Knapp, Charleston, has been appoint- 
ed part-time psychiatrist for the Kanawha County 
Court. 

Continued on page 100 


“UNUSUAL FOOD” 


“The possibilities of yeast as human tood deserves more tech- 
nological attention. Two major defects in many modern diets 


VITA-FOOD 


pate 
YE 


BREWERS Y 


ast 


complex. 


im FOOD CO. | 


are relatively small provision of certain vitamins of the B 
complex and insutficiency of biologically superior protein. 
Both deficiencies could be limited by using yeast as food.”* 


VITA-FOOD, genuine brewers’ yeast, supplies nearly 50% 
of nutritionally complete protein plus the whole vitamin B 


VITA-FOOD 


*Wilder & Keys, “Handbook of 


Nutrition,” A.M-.A. 
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ACID VAGINAL DOUCHE 

BUFFERED 
TO Mildly astringent 
: AN ACID pH ed soothing inflamed tissue 
Low surface tension 
4 effectively penetrating 
vaginal folds 
“Clean” refreshing odor 
assuring patient acceptance 

Valuable adjunct in man- 

4 agement of monilia, tri- 
 chomonas, staphylococ- 
vaginal infections. 


MASSENGI 


A 
> 
gil 
| 
Pre 
50% 


massengill 
powder 


The BUFFERED 
acid vaginal douche 


What is a BUFFER? 


Medical dictionaries define it as a substance 
which, added to a solution, causes resistance to 
any change of hydrogen-ion concentration 
(pH) when either acid or alkali is added. 


The normal vagina has a pH of 3 to 4.5. This low pH inhibits growth of most 
pathogenic invaders. Usually, an infection will cause the pH to rise to the neutral 
or alkaline range which favors the multiplication of pathogens. 

The alkaline mucosa neutralizes a simple, unbuffered acid douche, like vinegar, 
within 30 minutes. 

In contrast, the buffered acid douche solution of Massengill Powder (pH 3.5-4.5) 
resists neutralizing. The normal, low pH is maintained for 4 to 6 hours and as long 
as 24 hours in recumbent patients. This low pH inhibits the propagation of monilia, 
trichomonas vaginalis and pathogenic bacteria. However, the beneficial Déderlein 
bacillus thrives in this pH range. 


THE. Sek. ASSENGILL COMPANY 


Bristol, Tennessee * New York * Kansas City * San Francisco 
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in 
respiratory 
infections... 


the new! 


MADRIBON 


Backed by the fastest growing bibliography of any anti-infec- 
tive agent, Madribon is already widely established as the 
new alternative because (1) it quickly controls the infection 
—in more than 90% of reported cases, inciuding some due 
to resistant strains; (2) it is safe—less than 2% side effects, 
generally of a mild nature; (3) it is economical. 


MADRIBON® — 2,4-dimethoxy-6-sulfa- 


nilamido-1, 3-diazine NOW...for pediatric practice 
MADRIQID"™:” ROCHE® . 
MADRIBON Pediatric Drops 


ROCHE AND... when q.i.d. dosage 


LABORATORIES is desirable MADRIQID 
Division of Hoffmann-La Roche Inc. 
Nutley 10, N.J. [125-mg capsule form of Madribon] 
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MERCK SHARP & DOHME announces two new programs in its series of 
televised medical reports to the American public: 


“LIFE BEGINS 
AT 


65” 


GERIATRICS—the medical 
and social implications of our 
increasing life-span. In coop- 
eration with the SOUTHERN 
MEDICAL ASSOCIATION from 
the 53rd Annual Meeting. 


“THE OTHER 
SIDE 
OF THE SUN” 


SOLAR RADIATION —and its 
effects, beneficial and other. 
wise, on the life processes. 
In cooperation with the 
AMERICAN MEDICAL AS. 
SOCIATION from the 1959 
Clinical Meeting. 


CHANNEL2 CHANNELII 


Nov. 18—10:30-11:00 PM Dec. 3—8:00-8:30 PM 


Your patients will not want to miss these informative programs. Check newspaper 
TV listings for local times and channels. 


Watch for future programs in the series, ‘‘ASK YOUR DOCTOR’’, produced as 
a service to the medical profession by €p MERCK SHARP & DOHME 


Division of Merck & Co., Inc. 
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“ BETTER RESULTS THAN EVER BEFORE...’”* IN 


OTITIS EX‘TERNA 


AND CHRONIC OTITIS MEDIA WITH 


OTOBIOTIC 


ANTIBIOTIC /ANTIFUNGAL EAR DROPS 


1.5 mg. neomycin (from sulfa and 50 mg. sodium propionate per cc. — in 15 cc. dropper bottles. 
proj PI 


*Lawson, G. W: Diffuse Otitis Externa and Its Effective Treatment, Postgrad. Med. 22:501, (Nov.) 1957. 


AN OTIC SPECIALTY OF WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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which antacid? Rorer’s Maaloxr. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


MAALox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TABLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 


WituiaM H. Rorer, INC., Philadelphia 44, Pennsylvania 
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In Coronary 


Insufficiency... 


Your high-strung angina patient 
often expends a “100-yd. dash” 


worth of cardiac reserve 


through needless excitement. 


Curbs emotion 
as it boosts 


coronary 
blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 

for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
increases his exercise tolerance. 


Miltrate 


Miltown® (meprobamate) + PETN 


Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol tetranitrate. 

Supplied: Bottles of 50 tablets. 

Usual dosage: 1 or 2 tablets q.i.d. before meals 
and at bedtime. Dosage should be individualized. 


wy WALLACE LABORATORIES + New Brunswick, N. J. 


©ML-9159-59  *TRADE-MARK 
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THINLY- 
in acute dermatologic conditio 


SUPERTAH H-C 


(1.25% COAL TAR FRACTION with 


proved tar medication 


_SUPERTAH S/S 
114-02. tube) 


with refi 


-NASON COMPANY, INC. DOVER, DELAWARE 
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THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the ARTAMIDE formula by stimulating the 
resorptive processes? and further controlling inflammation. : 
ARTAMIDE provides symptomatic relief as well as important es 
gains in functional capacity for many patients who cannot ~ 
tolerate corticosteroids. 


Each artamibe tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 

benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (4 gr.); 

ORGANIDIN® (iodinated glycerol) 20.0 mg. (14 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 

to the response of the patient. suPPLIED: ARTAMIDE Tablets, bottles of 100 

and 500. REFERENCES: 1. Chambers, James O.: Clinical Medicine, 61:3 

(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, ‘s 
W. B. Saunders Co. (1952). 1% 


write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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Specific immunizing antigen (chick embryo origin) | 
active against various isolated virus strains. Effectively _ 
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Continued from page 92 


The following new faculty members were added to 
| the West Virginia University School of Medicine staff: 
| Drs. Alexander D. Kenny, Department of Pharmacol. 
| ogy as Associate Professor; Robert L. Robinson, De. 
partment of Pharmacology as Instructor; Wilbert £, 
Gladfelter, Department of Physiology as Instructor: 
and Thomas R. Argiro, Department of Pathology as 
Instructor. 


The new President of the West Virginia Academy 
of Ophthalmology and Otolaryngology is Dr. Nime 
K. Joseph, Wheeling. Other officers are as follow: 
Dr. John A. B. Holt, Charleston, President-Elect; Dr. 
William K. Marple, Huntington, Vice-President; Dr. 
Albert C. Esposito, Huntington, Secretary-Treasurer; 
and Dr. James T. Spencer, Charleston, and Dr. Wil- 
liam F. Beckner, Huntington, Directors. 

Dr. Ralph H. Nestmann, Charleston, has been re. 
elected President of the West Virginia Tuberculosis 
and Health Association. 


Dr. Charles N. Slater, Clarksburg, was presented a 
plaque for being named West Virginia’s “General 
Practitioner of the Year” at the West Virginia State 
Medical Association’s annual meeting in August. 


Dr. William P. Bittinger, Summerlee, and Dr. Doff 
D. Daniel, Beckley, have been reappointed members 
of the West Virginia Medical Licensing Board by 

Governor Cecil H. Underwood. 


prevents or modifies mumps in children and adults. _ Governor Underwood reappointed Dr. Hu C. Myers, 


Philippi, as a member of the Advisory Board to the 


LEDERLE LABORATORIES, A Division of | State Board of Health on Hospital Licensing. 


AMERICAN CYANAMID CO., Pearl River, N.Y. | 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 


Ws. Ray GriFFIN, JR., M.D. Mark A. GrirFFiNn, M.D. 
Rosert A. GriFFin, M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHeEviLte, N. C. 
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Now —All cold symptoms 
can be controlled 


timed-release 


Controls congestion 

with Triaminic,!2;* the leading oral 
nasal decongestant. 

Controls aches and fever 


with well-tolerated APAP, non-addic- 
tiveanalgetic‘andexcellent antipyretic.’ 


Each TUSSAGESIC Tablet provides: 


TRIAMINIC® 50 mg. 
(phenylpropanolamine HC) ................ 25 mg. 
pheniramine maleate 12.5 mg. 
pyrilamine maleate 12.5 mg.) 
Dormethan 
(brand of dextromethorphan HBr).......... 30 mg. 
APAP (N-acetyl-p-aminophenol) ................ 325 mg. 


References: 1. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 
(July) 1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 
1958. 4. Bonica, J. J.: in Drugs of Choice, Mosby, St. 
Louis, 1958, p. 272. 5. Dascomb, H. E.: in Current 
Therapy, Saunders, Phila., 1958, p.78. 6. Bickerman, H. 
A.: in Drugs of Choice, Mosby, St. Louis, 1958, p.547. 


Qe, 


a 
Controls cough centrally 


with non-narcotic Dormethan, possess- 
ing “amply demonstrated” antitussive 
activity,® as effective as codeine. 


Liquefies tenacious mucus 
with terpin hydrate, classic expectorant. 


Prompt and prolonged relief because of 
this special “timed release” design: 


first —the outer layer 
dissolves within minutes to 
give 3 to 4 hours of relief 


then—the inner core 
releases its ingredients 
to sustain relief for 3 to 
4 more hours 


Dosage: One tablet in the morning, midafternoon 
and at bedtime. Pediatric dossge chart for 
Tussagesic Suspension available o”. request. 


TUSSAGESIC SUSPENSION provides palatability and convenience which make it 
especially attractive to children and other patients who prefer liquid medication. 


SMITH-DORSEY ~ a division of The Wander Company ° Lincoln, Nebraska 
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SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M.D., Director 

Daniel D. Chiles, M.D. William D. Keck, M.D. 

Clinical Director J. William Giesen, M.D. 
James K. Morrow, M.D. Internist (Consultant) 
Clara K. Dickinson, M.D. Edward W. Gamble, III, M.D. 
Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 


Artie L. Sturgeon, Ph.D. 
AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 2072 McCreery St., Beckley, W. Va. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. 


Sigmagen 


corticoid-salicylate TABLETS 
compound 


SG-J-258 
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e how this new 
cough! 

EXPECT the antihistamine | | 

ORANT | 

i most likely to succeed 
Parabromdylamine Maleate 2.0 mg. - 

en: propano amine my 
two highly approved | 
Ina gyro base, \ decongestants 
Dose: \ No 
lto2 teaspoonfuls four times a day\ \ 
\! the expectorant 
or four times a da: 
ACDITIONAL IN SICIANS \ \ that works best— 

tract fluid almost 200% | 
} 
| 
tastes good! 


for less frequent,m more e productive cou gh 


DIMETANE' EXPECTORANT 


DIMETANE: EXPECTORANT-DC- 


with added dihydrocodeinonz 
1.8 mg./5 cc. when 
additional cough suppressant 
action is needed 
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in the 


Oth, Oth and 
decades 


of life... 
Biliary Constipation is a 


common complaint* 


Because biliary stasis is commonly 
physiologic an underlying cause of constipation, 
j Caroid and Bile Salts Tablets pro- 
way action . vide bile salts to stimulate the se- 
CHOLERETIC cretion and flow of hepatic bile. 
They also contain Caroid, a potent 
enzyme, that increases protein di- 
gestion by as much as 15%, and mild 
stimulant laxatives to improve peri- 
staltic rhythm and tone. 
and symptoms of This three-way action works 
biliary constipation = promptly and effectively to relieve 
such common symptoms as disten- 
tion, eructation, flatulence, and helps to restore the normal pattern 
of elimination without cramping or griping. 


*Gauss, H.: Biliary Constipation, Am. J. Digest. Dis. 10:141(April) 1943 


Caroid’ and Bile Salts Tablets 


RESTORE REGULARITY WITHOUT IRRITATION, GRIPING, OR FLATULENCE 


SAMPLES ON REQUEST 


AMERICAN FERMENT Co., INc. * 1450 Broadway *« New York 18, N. Y. 
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in your hospitalized patient 


Compazine* offers 


4 beneficial effects 


e relieves anxiety and tension 

e controls nausea 

e stops postoperative vomiting 

* eases emotional stress that may aggravate pain and other 
psychosomatic symptoms 

Also, hypotension is minimal and infrequent—a particular advantage 

in surgical patients. 


For immediate effect: Ampuls and Multiple dose vials. 
Also available: Tablets, Spansulet sustained release capsules, 
Suppositories and Syrup. 


ah) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. 
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ANNOUNCING 


The Twenty-Third Annual Meeting 


of 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Conference Headquarters—Roosevelt Hotel 


March 7, 8, 9, 10, 1960 


GUEST SPEAKERS 


Leroy D. Vandam, M.D., Boston, Mass. Carroll B. Larson, M.D., Iowa City, Iowa 
Anesthesiology Orthopedic Surgery 
Clarence S. Livingood, M.D., Detroit, Mich. John J. Conley, \i.D., New York, N. Y. 
Messy ©. MD, New York, N. ¥. W. A. D. Anderson, M.D., Miami, Fla. 
Gastroenterology 
John G. Walsh, M.D., Sacramento, Calif. 
General Practice Franklin H. Top, M.D., Iowa City, Iowa 
E. Stewart Taylor, M.D., Denver, Colo. Pediatrics 
Gynecology Raymond J. Jackman, M.D., Rochester, Minn. 
Charles H. Burnett, M.D., Chapel Hill, N. C. Proctology 
Internal Medicine David G. Pugh, M.D., Rochester, Minn. 
To be announced Radiology 
Donald D. Matson, M.D., Boston, Mass. 
Neurosurgery ger) 
Frank R. Lock, M.D., Winston-Salem, N. C. Robert M. Zollinger, M.D., Columbus, Ohio 
Obstetrics Surgery 
Trygve Gundersen, M.D., Boston, Mass. George C. Prather, M.D., Brookline, Mass. 
Ophthalmology Urology 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, medical 
motion pictures and technical exhibits. 


(All-inclusive registration fee—$20.00) 


THE CLINICAL CRUISE TO THE WEST INDIES VISITING PUERTO 
RICO, VIRGIN ISLANDS, MARTINIQUE, BARBADOS, 
TRINIDAD, CURACAO, AND HAITI 


Leaving March 12 from Port Everglades, Florida and returning March 25, 1960 


For information concerning the Assembly meeting and the cruise write Secretary, 
Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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develops as a serious ‘bacterial 
in about one in eight cases of acute =pper respiratory 


“Usual dosage: > or 1 

tetracycline). Each TABLET contains: ACHROMYCIN”® Tetr, . 

HCl (125 mg.); phenacetin (120 mg.); caffeine (30 mg.); ilnslanide 

(50.me); chlorothen citrate (25 mg.). Also as SYRUP, caffeine-free. 
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Question: 

Why do so many physicians prefer 
Cafergot and Cafergot P-B for 
migraine and other recurrent 
throbbing headaches? 


Answers: 
By leading clinicians, quoted from 
their published investigations. 


JRNAL “The highest percent- 

“=~ age (83%) of patients 

with symptomatic 

| Telief is obtained by 

early and adequate 

administration of 

ergotamine and caf- 

feine (Cafergot), alone 

or gombined with anti- 

spasmodics and/or sedatives (Cafergot 

P-B).” (Friedman, A. P.: J.A.M.A. 
163:1111, March 30, 1957.) 


“For those patients 

in whom nausea and 

vomiting occur so 

early in the attack 

that oral medication 

cannot be used, rectal 
administration is 

sometimes a simple 

and effective solution. 
Cafergot supposi- 
tories...and Cafergot P-B supposi- 
tories...are useful additions to the 
armamentarium.” (MacNeal, P. S., et 
al.: Management of the Patient with 
Headache, 1957.) 


MEDICAL “The tablets [Cafer- 

ANNALS got P-B] were espe- 

cially useful when the 

headaches were ac- 

companied by nerv- 

ous tension and 

gastrointestinal up- 

set....Cafergot P-B 

Tablets constitute an 

important addition to the treatment of 

vascular headache.” (Blumenthal, L. S., 

and Fuchs, M.: Med. Annals District of 
Columbia 26:175, April 1957.) 


“Symptomatic treat- 

ment is essentially 

one of pharmacother- 

apy, and the best 

results have been 

obtained with the use 

of ergotamine deriva- 

tives, notably a com- 

pound of ergotamine 

and caffeine (Cafergot).” (Friedman, 
A. P., von Storch, T. J. C., Merritt, 
H. H.: Neurology 4:773, Oct. 1954.) 


SOUTHERN MEDICAL JOURNAL 


first choice 
for migraine 

and other recurrent, 
throbbing headaches 


CAFERGOT 


CAFERGOT TABLETS 
ergotamine tartrate 1 mg., caffeine 100 mg. 


Dosage: 2 at first signs of attack; if needed, 
1 additional tab. every % hour until relieved 
(max. 6 per attack). 


CAFERGOT SUPPOSITORIES 
ergotamine tartrate 2 mg., caffeine 100 mg. 


Dosage: 1 as early as possible in attack; 
second in one hour, if needed (max. 2 per attack). 


When the headache is associated with nervous 
tension and G.I. disturbance 


CAFERGOT P-B TABLETS 

ergotamine tartrate 1 mg., caffeine 100 mg., 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. 
Dosage: same as Cafergot Tablets. 

CAFERGOT P-B SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. 
Dosage: same as Cafergot Suppositories. 
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V-KOR’..... provides relief in respiratory infections 


1. fights infection—V-Cillin K® quickly and surely produces higher blood 
levels than any other oral penicillin. 


2. relieves congestion—Co-Pyronil™ affords rapid and prolonged anti- 
histaminic action plus vasoconstriction. 


3. reduces fever and pain—A.S.A.* Compound provides proved analgesic 
and antipyretic action. 


DosaGeE: Two V-Kor tablets contain the usual therapeutic dose for adults. 
Repeat every six or eight hours. 


Suppuiep: In attractive green-white-yellow, three-layered tablets. 
V-Kor® (penicillin V potassium compound, Lilly) « V-Cillin K® (penicillin V potassium, Lilly) « 


Co-Pyronil™ (pyrrobutamine compound, Lilly) « A.S.A.® Compound (acetylsalicylic acid and 
acetophenetidin compound, Lilly) 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 


931022 


: 
| QUALITY RESEARCH INTEGRITY 
4 
) mg. 


“In all things, success 
depends upon pre- 
vious preparation...” 


—-CONFUCIUS 


vitamin-mineral-hormone supplement 


each KAPSEAL contains: 
vitamins 
Vitamin A 
Vitamin B: mononitrate 
Ascorbic acid 
Nicotinamide 
Vitamin Bz 
Vitamin Bo 
Vitamin B12 with intrinsic 
factor concentrate 
Folic acid 
Choline bitartrate 
Pantothenic acid 
(as the sodium salt) 
minerals 
Ferrous sulfate (exsiccated) 
Iodine (as potassium iodide) 
Calcium carbonate 
digestive enzymes 
Taka-Diastase® 
(aspergillus oryzae enzymes) 
Pancreatin 
protein improvement factors 
1-Lysine monohydrochloride 
dl-Methionine 
gonadal hormones 


Methyl testosterone 
Theelin 


helo prepare your middle-aged patients 


1,667 Units (0.5 mg.) 
0.67 mg. 

33.3 mg. 

16.7 mg. 

0.67 mg. 

0.5 mg. 

0.033 USP Unit (oral) 
0.1 mg. 

6.67 mg. 


5 mg. 
16.7 mg. 


0.05 mg. 
66.7 mg. 


20 mg. 
133.3 mg. 


66.7 mg. 
16.7 mg. 


1.67 mg. 
0.167 mg. 


dosage: One Kapseal three times daily before 
meals. Female patients should follow each 
21-day course with a 7-day rest interval. 


packaging: ELDEC KAPSEALS are available 


in bottles of 100. 


ELDEC BEGINS AT 40 


for healthy retirement years 


A 


PARKE. DAVIS & COMPANY, DETROIT 32, MICHIGAN 


® 
gi. 


